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New 1950 Revised Edition 
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edition of this classic text. 
additions have been made including new material on 
blood cell cycles, anemia, nutritional factors in blood 
formation, potassium balance in capillary perfusion, 
oxygen transportation, shock muscle metabolism, the 
endocrines, subcortical and intercortical connections, 
the extent of sensory representations, electrical stimu- 
lation, retinal processes, and dioptric mechanisms. 
Over 100 new illustrations are included as well as 
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® New HOEBER Books 


Helpful Books for 1950 


FOWLER’S Hematology 


HARRIS’ Brucellosis 


orders as a part of internal medicine. The detect and treat effectively the hidden cases 


ideal guide for the busy clinician. By WILLIs of undulant fever in your own practice. By 
M. Fowter, M.D., Jowa Univ., 549 pp., 110 HAROLD J. Harris, M.D.; Foreword by 
illus., 8 color plates, $8.50 WALTER M. Simpson, M.D. 650 pp., 111 


illus., 12 in full color, $10.00 


GESELL, ILG and BULLIS’ Vision ond 
‘ Clinical Nutrition 
NEw Book! Here is a complete and eminently 
practical guide to the detection of deficiency 
disorders and treatment by diet. By 36 au- 
thorities. NorMAN JoLuirre, M.D., F. F. 
TISDALL, M.D. AND Paut R. CANNON, M.D., 
Editors. 925 pp., 61 color illus., $12.00 


New Concepts! This pioneer work reveals 
new facts about the development of the faculty 
of vision in infants and children. Of practical 
value to all concerned with children. By 
ARNOLD GESELL, M.D. AND AssociATEs, Vale 
University, 352 pp., 179 illus., $6.50 


NIEBURGS’ Hormones in Clinical Practice 


Branp New! You will find in this new book 
clear and practical guidance to effective hor- 
Branp New! All those who treat cardiac mone therapy and its relation to endocrine 
disease will find this new guide book tre- disorders. Send for a copy today. By H. E. 
mendously helpful. By Harry Gotp, M.D., Niesurcs, M.D., Univ. of Georgia, 400 pp., 
Cornell, 128 pp., $2.00 57 illus., $5.50 


GOLD’S Quinidine in Disorders 
of the Heart 


— PAUL B. HOEBER, Inc.~ 


Medical Book Department of Harper & Brothers 
49 East 33rd Street, New York 16, New York 


Please send the books checked On Approval: 


FOWLER’S Hematology - $8.50 HARRIS’ Brucellosis $10.00 

GESELL’S Vision -......... [i JOLLIFFE et al: NUTRITION $12.00 

GOLD'S Quinidine $2.00 NIEBURG’S HORMONES 85.50 
([ Charge My Account 7 Check Enclosed (Return Privileges, of course) 


NAME 


ADDRESS 
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write Eskacillin ; 


The liquid oral penicillin that tastes good! 


ESKACILLIN tastes so good that even young children actually like to take it. 
But palatability is not ESKACILLIN’S only advantage. Unlike most 
extemporaneous “fruit syrup” mixtures, ESKACILLIN maintains its potency 
for 7 full days under refrigeration. 
Each teaspoonful of ESKACILLIN contains 50,000 units of crystalline 
penicillin G—and produces a blood level equivalent to that obtained with 
a 50,000 unit penicillin tablet. ESKACILLIN is supplied in 2 fl. oz. bottles 


—containing 600,000 units of penicillin. 


Eskacillin the unusually palatable 


liquid penicillin for oral use 


Smith, Kline & French Laboratories, Philadelphia 
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AN ANNUAL ASSAY OF 


440 


The essence of the year’s advances in medical research— 
adapted to the needs of daily practice—ready for application 
in the consulting room or ward. 

Under the editorial direction of Dr. John B. Youmans, 22 
clinicians and teachers—men such as Morgan (Internal Med- 
icine), Whitacre (Obstetrics and Gynecology), Rubin (Pedi- 
atrics), Cole (General Surgery), Ebaugh (Psychiatry )—pre- 
sent their findings in trends, procedures, technics, therapy 
—original contributions, written in narrative style. ee 


195Q—SECcOND IssuE 


Timely, concise, reliable—continues the high standard of the 
1949 issue— may serve as a postgraduate course — saving 
hours of reading and research. A single, economical source to 
usable information in 20 divisions of general medicine and 
surgery. $5.00. 


CHECKED AND EDITED UP TO PRESS TIME — ONE PRINTING ONLY 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pa. 


Please enter my order and send me: MEDICINE OF THE YEAR, Second Issue, 1950. $5.00. 
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Turn the love of candy 
to therapeutic 


advantage 


he can assure the child's accept- 
ance of sulfonamides when they’re dressed up in candy- 
like DUOZINE Dulcet Tablets. There is nothing about the 
Dulcet Tablet to even remind the child of medicine. He sees 
a little pale orange cube. He eats it like any confection, 
and the delicious fruit flavor lasts as long as the tablet lasts, 
leaving no bitter after-taste. Why wouldn’t he take the 
next dose, eagerly, and every dose thereafter? 

DUOZINE Dulcet Tablets contain equal parts of 
sulfadiazine and sulfamerazine—the combination that of- 
fers a new margin of safety without loss of effectiveness. 
Prescribe these candy-like cubes with confidence, knowing 
that they are completely stable and as fully standardized 
for purity and potency as the unflavored form. DUOZINE 

Dulcet Tablets, in two sizes, 0.3 Gm. and 0.15 Gm., are 
available through pharmacies everywhere in bottles of 100. 
ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS. 


specify ABBOTT'S Sulfadiazine-Sulfamerazine Combination 


DUOZINE DULCET’ TABLETS 


(SULFADIAZINE-SULFAMERAZINE COMBINED, ABBOTT) 
"MEDICATED SUGAR TABLETS, ABBOTT 
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New! SECOND EDITION 


Textbook of 


BACTERIOLOGY 


By JOSEPH M. DOUGHERTY, A.B., M.A., Ph.D. 


Dean of the School of Science and Professor of Bacteriology, Villanova College; 
Fellow of the American Association for the Advancement of Science; and 


ANTHONY J. LAMBERTI, B.S., M.S. 


Instructor in Bacteriology and Parasitology, Temple University School of Medicine; 
Formerly Instructor in Bacteriology, Villanova College. 


440 Pages, 141 Illustrations. (In Preparation) 


Designed for the undergraduate student, this book presents the fundamentals of 
bacteriology in a very thorough and clear style. It has been completely revised, 
and contains much new material without disturbing its original purpose—to 
present principles of the subject without distorting the perspective of the under- 
graduate curriculum. 


Presentation of this subject to beginners is difficult, but these two authors have 
handled the problems efficiently by presenting the medical phases with restraint, 
so as not to outweigh the bacteriological or laboratory side. Every consideration 
has been given to improving the text as a teaching guide and to making the book 
a solid foundation for those students preparing for technical work. 


CHAPTER HEADINGS 


The History of Bacteriology The Pneumococci 
The Microscope and Microscopy The Neisseria Group—Gonococcus and Meningococcus 
The Yeasts and Molds The Colon-Tvphoid-Dysentery Group 
Apparatus Used in the Study of Bacteria The Friedlander Group 
Culture Media The Pseudomonas and Proteus Group 
Fundamental Culture and Staining Technic The Corynebacterium—The Diphtheria Bacillus 
Bacterial Types The Clostridia—The Spore-Bearing Anaerobes 
Bacterial Variation The Myobacteria—Tuberculosis and Leprosy 
The Effects of Physical and Chemical Agents on The Actinomyces 
Bacteria The Pathogenic Fungi 
Chemotherapeutic Agents The Anthrax Bacillus 
The Blood The Brucella Group 
Infection The Pasteurella Group—Plague and Tularemia 
Immunity The Hemophilic Bacteria 
Hypersensitivity The Cholera Vibrio 
A Procedure for Quantitative Titration in Bacteriology The Spirochetes 
The Agglutinins The Rickettsia Group 
The Precipitin Reaction The Filtrable Viruses 
The Complement Fixation and Flocculation Tests The Bacteriology of Water, Milk, and Food 
The Staphylococci The Parasitic Protozoa 
The Streptococci Index : 
Order Form — — — — — — — — — — 
Tue C. V. Mosry Company _ SMJ-3-50 


3207 Washington Blvd. 
St. Louis 3, Missouri 


Please send me a copy of Textbook of BACTERIOLOGY 
—New Second Edition—as soon as released. 


(1) Notify me and I will send check. () Charge my account. 
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N O W ! stable 


crystalline 


Sodium enicillin 


by Tongue. by Lung. by 6.0. Traet 


By Tongue: By Lung: 


Sublingual Penacev tablets (50,000 or Potent penicillin G aerosol solutions 
100,000 units) are rapidly absorbed. quickly can be prepared readily by dissolving 
create therapeutic penicillin blood levels. PenaLev tablets in water or normal saline. 


By G.I. Tract: Penaler 

Penacev tablets dissolve promptly and com- Soluble tablets sodium penicillin G: 50,000 and 
pletely in milk, fruit juices, or infant formulas, 100,000 units; vials of 12 tablets crystalline. 
without appreciably changing their tastes. Sharp & Dohme, Philadelphia 1, Pa. 


Penalev 


Soluble Tablets Crystalline 


Sodium Penicillin G 


Vol 
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NON-SURGICAL TREATMENT 


ALKALINE 


7 
TITRATION ACID 


500 cc. of milk 


CURVES 


OF TITRALAC, 
MILK, AND 

ALUMINA 

50 cc. 
"OF N/10 HCI 


Gastroenterologists have long endorsed the use 
of milk, when practicable, for its ideal acid-con- 
verting power and buffering capacity.':? In 
a recent comprehensive paper, Aaron® and 
others* 56 express a preference for calcium 
carbonate as the antacid to be employed. 
TITRALAC, by combining proper proportions of 
purified calcium carbonate and the amino acid 
glycine, provides an acid-converting and buffer- 
ing effect practically equivalent to that of fresh 
milk, as shown in the above chart.°® Just 1 
TITRALAC tablet is equivalent to an 8-ounce 
glass of milk in antacid effect and provides 
quick and long-lasting relief from the distress- 
ing symptoms of hyperacidity. 

The very agreeable taste of soft-massed TITRALAC 
tablets, which is achieved without employing 


taste-disguising, acid-generating sugars in the , 


TITRALAC 
(one tablet) 


Alumina type 
of antacid 
(one tablet) 


N/10 HCI 


30 36 42 48 M4 60 


Time in minutes 


formula, makes them as acceptable to patients 
as an after-dinner mint. Prescribing TITRALAC 
eliminates the probability of unfavorable reac- 
tions often associated with the taking of me- 
tallic-tasting, astringent tablets or liquids, and 
ensures adherence to the prescribed dosage. 


TITRALAC tablets are supplied in bottles of 100 

and convenient-to-carry packages of 40. 

TITRALAC powder is also available, in 4-oz. jars. 
REFERENCES 

N. E., Flexner. J.: Ann. Int. Med. 18: 193 


ibson, C. S., and 
78: 191 ere 3. Aaron, A. 


(Tice). Hagerstown, W.F. ‘Prior Inc., 1948, 
p. 210. 6. Special Article: M. Times 76: 10 (Jan.) 1948. 


° The formula of TrTRALAC is one whose composition and 
mode of action are recognized by U.S. Patent No. F 2, 429,596. 


Samples and literature to physicians upon request. 


SCHENLEY LABORATORIES, INC., 350 irr avENUE, NEW YORK 1, N. Y. 


€ Schenley Laboratories, Inc. 


> 
| 7 
— 
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OF PEPTIC ULCER 

s 

E.: Guy's Hosp. Rey 

Lipp, W. F., and Mil : 

1949. 4. Kirsner, J. B {. }. 
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For relief of smooth muscle spasm, 
authoritative clinical data!:?:3-45 attest the 
high efficacy of Donnatal ‘Robins’—the 42:24 
spasmolytic employing natural belladonna 
alkaloids in precise, optimal ratios, together 
with a minimum phenobarbital content. 
Indeed, these facts are well established: 
(1) that Donnatal affords all the advantages 
of the natural belladonna alkaloids — yet is 
significantly non-toxic; (2) that it provides 
frequently required sedation — yet is entirely 
2 Msg uh non-narcotic; (3) that it has marked 
» pharmacologic potency — yet costs less; 
and (4) that its flexibility of dosage form= 

... tablet, capsule and elixir — permits 
convenient, easy administration to patients 
of all ages. These facts make this product 

of Robins’ research one of the 


safest and most dependable visceral 
spasmolytics available today. 


“kl 
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FORMULA: Each tablet or capsule, and each 5 cc. 
(J teaspoonful) of elixir contains: 

Hyoscyamine Sulfate 

Atropine Sulfate 

Hyoscine Hydrobromide ... . 

Phenobarbital ( gr.) 


DOSAGE: Tablets or capsules: 1 to 2, three or mor> 
times daily (up to 9 tablets or capsules may be given 
within 24 hours without toxic effects ). 


BLIXIR: Infants: 42 teaspoonful two or three times 
daily as necessary. Children: one teaspoonful two 
or three times daily as needed. Adults: one or 

two teaspoonfuls three or four times daily. 


AVAILABLE: Donnatal Tablets and Capsules in INDICATIONS: Spasm of 
bottles of 100 and 500. Elixir in pints and gallons. stomach, intestines, uterus, 
bronchi, coronaries; Colic of 
REFERENCES: gallbladder, bile ducts, ureter; 
1, Kilstein, R.I.: Rev. Gastroenterol., 14:171, 1947. Tenesmus of urinary bladder. 


2. Lee, L. W.: Neb. State Med. J., 34:59, 1949. 

3. Morrissey, J. H.: J. Urol., 57:635, 1947. 

4. Ricci, J. V.: Contributions from Dept. of Gynecology, 
City Hospital, New York, 1946, New York Medical 
College, New York, 1947. 

5. Stephens, G. K.: J. Okla. State Med. Assn., 

42:246, 1949. 


A. H. ROBINS CO., INC. - richmonp 20, va. 
Ethical Pharmaceuticals of Merit since 1878 


For dependable spasmolysis, ; 
_ with natural belladonna alkaloids 


SOUTHERN MEDICAL JOURNAL 
= 9 
— 
sk 
= 
J 
‘ 
ELIXIR i 
DONNATAL 
| 
— 4 
j 
i 


SOUTHERN MEDICAL JOURNAL 


Widen the scope 
routine office examinations 


CLINITEST 


(Brand) Reagent Tablets 


for detection of 
urine-sugar 


Prompt detection means better prog- 
nosis in diabetes. This makes a 
routine search for urinc-sugar in- 
tegral to every office examination. 
For this purpose, Clinitest (Brand) 
Reagent Tablets are exceptionally 
useful. The test is simple, rapid and 
reliable. No external heating is 
needed. Set, Laboratory Outfit, and 
Refills of 24 and 36 tablets. 


ACETEST 


(Brand) Reagent Tablets 


for detection of 
acetone bodies 


Detection of ketosis in diabetes—and 
many other conditions in which aci- 
dosis, may occur—is facilitated for the 
physician by Acetest (Brand) Re- 
agent Tablets. This unique spot test 
swiftly and easily detects acetone 
bodies. The sensitivity is 1 part in 
1,000. Bottles of 100 and 1000. 


HEMATEST 


(Brand) Reagent Tablets 


for detection of 
occult blood 


AMES COMPANY, 


Occult blood in feces, sputum or 
urine 1s often the earliest evidence of 
pathologic processes otherwise un- 
suspected. Determination of blood 
(present as 1 or more parts in 20,000) 
becomes a practical part of office 
routine with Hematest (Brand) Re- 
agent Tablets—accurate, quick, and 
convenient. Bottles of 60 and 500. 


INC - ELKHART, INDIANA 
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e Prolonged intranasal shrinkage 
e Potent bacteriostasis 
e Safety 


Par- Pe I provides all three 


Par-PEN contains Council-accepted Aqueous Solution 
Paredrine Hydrobromide—the vasoconstrictor that produces 
more rapid, more prolonged shrinkage than ephedrine 
without ephedrine-like central effects. By relieving 
congestion, the Paredrine opens the way to effective 


bacteriostasis at the site of infection. 


Par-PEN contains 500 units of penicillin per ce., 
the accepted strength for local use. Grubb and 
Puetzer found that local penicillin (500 units per cc.) 
reduced intranasal bacteria from an average of 
7,363 per ce. to 42 per cc. of nasal washings! 

J. Lab. & Clin. Med. 32:566 


Par-PEN is non-irritating and non-stinging. 


It does not inhibit ciliary action. 


It is harmless to nasal mucosa. 


Smith, Kline & French Laboratories, Philadelphia 


Par-PEN is packaged in | fluid ounce bottles. It contains 
crystalline sodium penicillin, 500 units per cc.; 


Aqueous Solution ‘Paredrine’ Hydrobromide 1%. 


Par-Pen 


the penicillin-vasoconstrictor combination 
for intranasal use 
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preeminent in 
allergy because... 


more potent 
“twice as active” 


more prolonged 
“duration of protection was twice as long”’ 


more prompt 
highly soluble uncoated tablet 


better tolerated 
“decidedly less sedative” 


CHLOROTHEN 


WHITTIER 
long-acting antihistaminic of low toxicity 


dosage: one 25 mg. tablet with water every 4-6 hours. 
Dosage may be increased to 50 mg. four times daily to meet 
individual requirements. 

children: according to weight. 

available: bottles of 100 tablets, 25 mg. Chlorothen Citrate 
per tablet. 


bibliography: (1) ehfield, J. and others: 
Bull. Johns Hopkins Hosp. 81:55, 1947. (2) Feinberg, S. M.: 
Quart. Bull. Northwestern Univ. M. School 22:27, 1948. 


"ot tt 
LABORATORIES - Division Nutrition Research Laboratories, Chicago 30, Illinois 
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The Whole is Greater 
than its Parts... 


Light, when broken into its components, as 
when it passes through a prism to evoke a series 
of colors, is less luminous — generally less 


useful — than the original white ray. 


Similarly, unless all components of the vitamin 
B complex are present and reach the body cells in 


optimal amounts, normal nutrition is impossible. 


Breonex*-L (Soluble) is a concentration of all 


the principal factors of the B complex so prepared 


and administered that it reaches all the body cells. 


Brenoex-L is potent — it is stable — and 
remains so until you are ready to begin its 
administration. Then it re-dissolves 
Ra. almost instantly in the diluent from 
the companion vial. 


Each vial of the desiccated powder contains: 
thiamine hydrochloride 150 mg.; riboflavin 50 mg.; 
pyridoxine hydrochloride 25 mg.; calcium 


pantothenate 25 mg.; and nicotinamide 500 mg. 
*Trademark of George A. Breon & Co, 


rsonifies convenience and 
adaptability. The concentration 
per cc may be varied by the — 
amount of diluent used; the 
viel affords fur- 


George A Breone« Company 


KANSAS CITY. MISSOURI 
RENSSELAER. N, Y. 

ATLANTA 

SAN FRANCISCO 
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pple care 


“Our observations clearly indicate that the use of [White’s] vita- 
min A and D ointment in the local care of the puerperal nipple 
gave protective and therapeutic results much better than those 
obtained by other methods.””* 


*Brougher. J. C.: Prevention and 

Treatment of Postpartum Fissured White’s Vitamin A and D Ointment keeps the integument soft 
Nipples with Local Applications of and free from excessive or abnormal dryness. eliminates the use of 
Vitamin A and D Ointment. Western 

J. Surg.. Obstet. and Gynecol. alcohol or other astringent medication, hastens healthy granula- 
52:520-521 (Dec.) 1944. tion and epithelization in fissure therapy. Provides the natural 


vitamins A and D ina pleasantly fragrant lanolin-petrolatum base. 


VITAMIN 


Wheles for nipple care 


OINTMENT JARS; 
5 L 


B. CONTAINERS. 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, NEWARK 7, N. J. 
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Rapid Therapeutic Action 


RYSTALLINE Penicillin G Sodium Merck, 
because of its prompt absorption after 
injection in aqueous solution, produces a 
rapid therapeutic effect. It is obvious that 
this form of Penicillin is indicated where 
prompt action is desired, as in severe and 
fulminating infections. 
It is unsurpassed in purity—suitable for 
all routes of administration—and extremely 
simple to handle. 


MERCK & CO., Inc. 
Manufacturing Chemists 
RAHWAY, N. J. 


Literature is available upon request. 


Crystalline Penicillin G 


Sodium Merck | 
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A New, Distinctive Synthetic ANTISPASMODIC 


HIGHLY POTENT... NON-TOXIC 
DUAL ACTIVITY 


X-ray, typical 
spastic gut 


THE THIOL LINK AGE, chemically 
incorporated for the first time in a synthetic 
antispasmodic drug, is responsible for the 
extremely high potency of Trocinate. 


X-ray, typica 
normal gut 


TROCINATE hy- 
drochloride) offers in a single molecule all the advantages 
and none of the disadvantages of atropine and papaverine. 
Note these outstanding properties: 


o Strong musculotropic action 
(2) Strong neurotropic action 


3) Non-narcotic 
(4) Remarkably free from side-effects, 


low in toxicity 


Professional samples are available. Write Wm. P. Poythress and Company, Incorporated, Richmond 17, Va. 


INDICATIONS: For the relief of th le sp as 
existing in pylorospasm, gastric hyperacidity, gastric or duo- 
denal ulcer, gastritis, enteritis, colitis, irritable colon, biliary 
colic, biliary dyskinesia. 


DOSAGE: Adults—one or two tablets, three or four times a day. 
(Swallow whole to avoid local anesthetic effect). 


SUPPLIED: Trocinate (pink sugar-coated tablets) contains 
100 mg. Trocinate. 


Trocinate with phenobarbital (red sugar-coated tablets) con- 
tains 65 mg. Trocinate and 15 mg. phenobarbital. Available 
in bottles of 40 and 250 tablets. 


diphenylthioacetate hydrochloride 
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To secure the most normal life 

for the diabetic is ever the goal 

of Lilly research in diabetes. 

Iletin (Insulin, Lilly) 

was the first Insulin 

tee omit i to be made available commercially 
in the United States. 

5 + Although Lilly and Insulin 

have been intimately identified 

since 1922, Eli Lilly and Company 

has not been content 

to rest on its laurels; it has accepted 

the challenge and responsibility 

of seeking improvements. 

Wherever and whenever 

important developments 

are in progress, 

Eli Lilly and Company 

is usually an active participant. 

Medicine continues to look to Lilly 

for the latest improvements 


in diabetic therapy. 
illy 


Dinits per <* 
64-4725? 
AND 

U 


ty, ILETIN 
“SULIN, 


2064-47368! 


AND coms 


APOLIS. 


Detailed information and literature 
on (INnsutin, LILLy) are sup- 
plied through your M.S.R.* 


*M.S.R.—Lilly Medical SERVICE Representative 
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Protection... 


Just as the shell of the nautilus protects it against 
environmental injury. so does 

Gelusil* a combination of an especially pre- 
pared, nonreactive aluminum hydroxide gel and mag- 
nesium trisilicate, protect the inflamed or ulcerated areas 
of the gastric mucosa against injury by the acid gastric 
juice. Gelusil* is a pleasant-tasting preparation .. . an 
effective antacid adsorbent. 

Gelusil* provides rapid and sustained relief of 
gastric hyperacidity and is particularly effective as an 
adjuvant in the medical management of gastric or 
duodenal ulcer. 

Gelusil* is available as a pleasant-tasting liquid 
or tablet. 

Liquid—bottles of 6 and 12 fluidounces. 

Tablets—individually wrapped in cellophane— 

boxes of 50 and 100 tablets. Also bottles of 1.000. 


William R. Warner & Co., Inc. 
New York St. Louis 


liquid and tablets 


*T. M. Reg. U. S. Pat. Off. 
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peak performance in non-narcotic 
COUGH CONTROL with 


ROBITUSSIN 


‘ROBINS’ 


In Robitussin, Robins now makes available a potent new and different 
therapeutic weapon for the relief of cough. Its major component is 
glyceryl guaiacolate, shown by recent dependable investigative tech- 
niques to be unexcelled for its intense and prolonged action in increas- 
ing R.T.F. (respiratory tract fluid) .'-?-* Also included in the Robitussin 
formulation is desoxyephedrine—an adrenergic agent to prevent bron- 
chial spasm*—which lifts mood and improves patient's sense of well- 
being.* Robitussin’s highly palatable aromatic syrup vehicle appeals 
to young and old alike. Robitussin makes expectoration easier and freer 
and diminishes dry, irritating cough. It is non-toxic, non-narcotic. 


usés: Acute colds of head and chest, bronchitis, laryngitis, tracheitis, pharyn- 
gitis, pertussis, influenza and measles. Helpful as a palliative of harmful 
cough in tuberculosis, asthma and paranasal sinusitis 


FORMULA: Each 5 cc. (1 teaspoonful) of Robitussin contains 
Glyceryl guaiacolate LOO mg. 
Desoxyephedrine hydrochloride .............. TA 1 mg. 
In a palatable aromatic syrup 


DOSAGE: Adults: | to 2 teaspoonfuls, repeated every 2 to 3 hours 4s necessary. 
Children: % to 1 teaspoonful according to age, 3 or more times daily. 
supPueDd: In pints and gallons. 
REFERENCES 

1. Boyd, E. M. et al.. Canadian J. Res., 23.193, 1945 

2. Boyd, E. M. et al.. Canadian M.A J., 54.216, 1946 

3. Connell, W. F. et Canadian M.A.J., 42.220, 1940 

4. Foltz, E. E. et al.: J. Lab. & Clin. Med., 28.603, 1943 

5. Novelli, A. and Tainter, M. L.: J. Pharmacol., 77.324 


A. H. ROBINS COMPANY, INC. 
Richmond 20, Virginia 


Ethical Pharmaceuticals of Merit since 1875 


to facilitate productive cough... 
to minimize harmful cough 
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why acne 


clears up so rapidly 


when you prescribe 


Acnomel 


AcNoMEL’s rapid action is due, chiefly, 
to its remarkable vehicle. This special vehicle, 
which embodies an entirely new principle, 
assures the effectiveness of ACNOMEL’s 
time-tested active agents. It has all 


the virtues of an oil-in-water emulsion, vet it 


is entirely free from wax, oil, or grease. 


ACNOMEL is stable, grease-free, flesh-tinted. 


It contains resorcinol, 2%; and sulfur, 8%. 


Available. on prescription only, in specially-lined 1% oz. tubes. 


Smith, Kline & French Laboratories. Philadelphia 


Acn mM a significant advance, 


clinical and cosmetic, in acne therapy 


AE 
19 is 
. 
4 
< AG 
\ 
\ 
‘ 
q 
+ 3 
‘ “ 
27 
: 
| 
. 
4 


SOUTHERN MEDICAL JOURNAL March 1939 


a greater 
fall in 
blood pressure 


a marked 
sense of 
well-being 


an integrated 
response 
with improved 


For everyday management of mild and moderate 
hypertension, VERATRITE is notable for its pro- 
longed action, therapeutic safety and simplicity of 
administration. 


Each VERATRITE tabule contains: 


Veratrum viride Biologically Standardized. ...3 CRAW UNITS 
Sodium nitrite 

Phenobarbital 

Supplied in bottles of 100, 500, 1000. 


The CRAW UNIT is an Irwin-Neisler research development. 


SAMPLES AND LITERATURE ON REQUEST. 
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Multi-Vi Drops Supply 


what the average infant requires 


...adequate amounts 
of all essential 


vitamins 


, vitamin D chemically identical 
* that of cod liver oil 


Formula: Each 0.6 cc. contains: 


5000 U.S.P. units 
Vitamin Ds... 
Thiamine Hydrochloride... . 1.0 milligram 
Pyridoxine Hydrochloride... 1.0 milligram 
Sodium Pantothenate..... .2.0 milligrams 
Nicotinamide 10.0 milligrams 
Ascorbic Acid illi 


Bottles of 10 cc. and 30 cc. 
(with calibrated droppers). 
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Linguets sliould not be confused with ordinary 
tablets, which have been “proved relatively 
ineffective” by sublingual administration. —— 
Escamilla, R. F. and Gordan, G. S.: Bull. Univ. California 


Med. Center, November 1949. QR 


Li et 


METANDREN 


methyltestosterone, 5 mg., white 10 mg., yellow 


ETICYLOL tinge: 
ethinyl estradiol, 0.5 mg., pink 


® 
LUTSO CYLO L Linguets 
anhydrohydroxyprogesterone, 10 mg., yellow 


Cole PERCORTEN 


desoxycorticosterone acetate, 2 mg., green 


GS LINGUETS® are specially shaped to fit comfortably into 
the buccal pocket; highly compressed to insure slow effec- 


Q tive absorption of the hormone directly into the systemic 
circulation. 


Ciba PHARMACEUTICAL PRODUCTS, INC., 
SUMMIT, NEW JERSEY 2/1965m 


ECONOMICAL CONVENIENT HORMONE THERAPY 
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TIME FOR LOZENGES 


For throat irritations ‘Thantis’* Lozenges provide 
effective relief. ‘Thantis’ Lozenges are especially bene- 
ficial in soothing these conditions because they are both 
antiseptic and anesthetic for mucous membranes of the 
throat and mouth. These effects are due to the two active 
medicinal agents, ‘Merodicein’* an antiseptic of low 
toxicity, and Saligenin, a mild local anesthetic. When 
‘Thantis’ Lozenges are dissolved in the mouth, the two 
ingredients dissolve slowly, providing prolonged medi- 
cation of the throat. 


Each lozenge contains ‘Merodicein’ (H. W. & D. 
brand of monohydroxymercuridiiodoresorcinsulfon- 
phthalein-sodium) 1 grain, Saligenin (orthohydroxy- 
benzyl-alcohol, H. W. & D.) 1 grain. 


Supplied in vials of 12 lozenges in individual 
cartons packed in dozens. 


*Reg. Pat. Off. 


HYNSON, WESTCOTT & DUNNING, INC. 


BALTIMORE, MARYLAND 


BATES 


STINVHL 
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OUNCING...2 NEW MEMBERS 


In the treatment of bacterial OTITIS media et externa, over 200 reported cases attest that Furacin is 
a highly effective adjunct.* Many cases of chronic otitis responded which had proven refractory 

to other medicaments. Among the pathogens isolated were Escherichia coli, Proteus vulgaris. 
Pseudomonas species, staphylococci, streptococci and diphtheroids. Furacin Anhydrous Ear 

Solution contains Furacin® 0.2 per cent, brand of nitrofurazone N.N.R. in an anhydrous, 

hygroscopic, water-soluble liquid: polyethylene glycol. 

It is indicated for topical treatment of bacterial otitis media 


et externa. Literature on request. 


*Anderson, J. and Steele, C.: Use of Nitrofuran Therapy in External Otitis, 
Laryngoscope 58:1279, 1948 * Douglass, C.: The Use of Furacin in the 
Treatment of Aural Infections, Laryngoscope 58 :1274, 1948 

* Reardon, H.: Unpublished results, 
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For the treatment of bacterial cervicitis and vaginitis. 
Furacin, the powerful antibacterial agent, is now available in vaginal suppository form. It has 
produced excellent results in treating cervicitis of bacterial origin, especially in clearing 
cervical infections prior to electro-surgery and hysterectomy and postoperatively to minimize 


infection, slough, discharge and malodor. 


The wide antibacterial spectrum of Furacin, encompassing the majority of bacteria of surface 
infections, is complemented by the water-dispersible, self-emulsifying base 
The which melts at body temperature and clings tenaciously to the vaginal 


§ mucosa. Furacin is not effective against trichomonads or fungi. 


Furacin Vaginal Suppositories contain Furacin® 0.2 per cent, 
brand of nitrofurazone N.N.R. in glyceryl laurate and synthetic wax. 
A unique class of They are hermetically sealed in foil. Literature on request. 

antibacterials 
EATON LABORATORIES, INC., NORWICH, W.Y. 
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Eskadiamer combines the 


2 safest sulfonamides 


in 1 delicious fluid preparation 


Leading clinicians have attested the greater safety of the sulfonamides 
in mixtures. Now, Lehr finds that “sulfadiazine and sulfamerazine qualify 
for first and second place, respectively, as mixture components.” 
Federation Proceedings 8:315 (March) 1949 
Eskadiamer, therefore, is especially welcome to the physician— 
not only because it is a sulfonamide mixture, but also 
because it is a mixture of equal parts of the two safest sulfonamides 
in general use: sulfadiazine and sulfamerazine. 


Eskadiamer tastes so good that children—and many adults—much 
prefer EskADIAMER to the usual bulky, sulfonamide tablets. 


Smith, Kline & French Laboratories, Philadelphia 


Eskadiamer 


the delicious fluid preparation of 


sulfamerazine and sulfadiazine 


Each 5 cc. (one teaspoonful) of Esk apraMer contains 0.25 Gm. 
(3.86 gr.) microcrystalline sulfamerazine and 0.25 Gm. (3.86 
gr.) microcrystalline sulfadiazine—the dosage equivalent of 
the standard 0.5 Gm. (7.7 gr.) sulfonamide tablet. 
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“ the 
common cold 
is aborted or cured...””' 


“... the common cold is aborted or cured when the allergic reaction is reversed before 
irreparable damage has been done to the respiratory mucous membrane.” * 


CORICIDIN 


The chief constituent of Coricipin* is Chlor-Trimeton* Maleate, probably the most 
potent antihistaminic in use today. Because of its extraordinary activity, Chlor-Trimeton 
is effective in remarkably small dosage — 1/10 to 1/20 the dosage of other current 
antihistaminics. Side reactions, including drowsiness, are correspondingly rare. In 
addition to Chlor-Trimeton, Coricip1n contains acetylsalicylic acid and acetophenetidin 
with caffeine, for analgesic and antipyretic effect. 


Taken early, Coricrp1n is highly successful in favorably influencing the common cold. 
Even after the cold is established, Coricip1n may reduce its severity and distress and help 
prevent spread of the infection by reducing sneezing. 

PACKAGING: Coniciwin tablets, tubes of 12; bottles of 100 and 1000. 

Coniciin is available on prescription only. 

1. Brewster, J. M.: U. S. Nav. M. Bull. 49:1, 1949. 


*T.M. 
CORPORATION « BLOOMFIELD, NEW JERSEY 
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The Bettman Archive 


The nausea, vomiting and dizziness of motion sickness may 
be prevented or relieved, in a high percentage of cases, 


_ with Dramamine* (brand of dimenhydrinate). 


D R A M A M | N E for the Prevention and 


Treatment of Motion Sickness. 


Ow 

MEMISTRY 


: *Trademark of G. D. Searle & Co., Chicago 80, Illinois 
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Sulfadiazine 


Sulfamethazine -.--:.:.. 


FOR SAFE SULFONAMIDE THERAPY 


Low Renal Toxicity 7 


TERFONYL: 
Sulfadiazine: Sulfamerazine: } Sulfamethazine: Blockage does not occur 
Blockage frequent Blockage frequent Blockage rare with therapeutic doses 


With usual doses of Terfonyl the danger of 
kidney blockage is virtually eliminated. Fach 
of the three components is dissolved in body 
fluids and excreted by the kidnevs as though 
it were present alone. The solubility ot Ter- 
fonyl is an important safety factor. 

Terfonyl contains equal parts of sulfadiazine. 
sulfamerazine and sulfamethazine. chosen tor 
their high effectiveness and low tonicity. 
Terfonyl Tablets. 0.8 Gm. Bottles of 100 and 1000 


Terfonyl Suspension. 0.5 Gm. per ce. 
Ippetizing raspberry flavor * Pint bottles 


SQUIBB wanuracturinc CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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Bilateral testicular atrophy occurring before pu- 
berty usually leads to primary hypogonadism 
or eunuchoidism. The cause of atrophy in 
early life is usually an orchitis of some type 
such as that occurring after mumps. Mach more 
common, however, is testicular functional fail- 
ure which may occur at any age after puberty 
and be associated with the climateric syndrome. 


Testosterone Armour 


is often of great benefit in these cases. It is 
essential, however, to determine definitely by 
testicular biopsy, or therapeutic test that the 
trouble is primarily cesticular in origin. Pituitary 
and other endocrine as well as psychologic 
factors should be ruled out. 


hIADQUARTERS FOR 


MEDICINALS OF ANIMAL ORIGIN 


Testosterone Propionate Armour ... (for injection) 
25 milligrams per c.c.—in packages of 6-1 c.c. 
ampules, 50-1 c.c. ampules, 1-10 c.c. vial. 


Methyl Testosterone Armour . . . (oral) 25 milli- 
grams per tablet—in boxes of 30 and 100 
tablets. 


Testosterone Pellets Armour ... (for subcutaneous 
implantation) 75 milligrams per pellet, boxes of 3. 


Have confidence in the preparation 
you prescribe — specify “Armour” 


ARMOUR 
Laboratottes 


CHICAGO 9, ILLINOIS 
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Pantopon—whole opium in 
purified form—combines the 
alkaloids of opium to provide a 


smooth, balanced analgesic effect. The 


presence of all the opium alkaloids 


tends to reduce the incidence and 
intensity of side reactions. Pantopon, 
available in four convenient forms. 
is applicable in almost any case 
where severe pain is a problem: 
ampuls. hypodermic tablets. 


oral tablets and powder. 


HOFFMANN-LA ROCHE INC, *© NUTLEY 10 © N, J. 
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WHEN OBESITY IS A PROBLEM 


S. H. CAMP and COMPANY 
JACKSON, MICHIGAN 


World’s Largest Manufacturers 
of Scientific Supports 
Offices in New York ¢ Chicago 
Windsor, Ontario * London, England 


Clinicians have long noted 
that the forward bulk of the 
heavy abdomen with its fat- 
laden wall moves the center 
of gravity forward. As the 
patient tries to balance the 
load, the lumbar and cervical 
curves of the spine are in- 
creased, the head is carried 
forward and the shoulders 
become rounded. Often there 
is associated visceroptosis. 
Camp Supports have a long 
history among clinicians for 
their efficacy in supporting 
the pendulous abdomen. The 
highly specialized designsand 
the unique Camp system of 
controlled adjustment help 
steady the pelvis and hold the 
viscera upward and backward. 
There is no constriction of 
the abdomen, and effective 
support is given to the spine. 
Physicians may rely on 
the Camp-trained fitter for 
precise execution of all in- 


structions. 
If you do not have a copy of 


*he Camp ‘‘Reference Book 
fur Physicians and Surgeons’’, 
it will be sent on request. 


‘Scientific SupportS 


THIS EMBLEM is displayed only by reliable merchants 


. in your community. Camp Scientific Supports are never 


sold by door-to-door canvassers. Prices are based on 
intrinsic value. Regular technical and ethical training of 
Comp Atters insures precise and conscientious attention 


_ your recommendations. 
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comprehensive digesti 
through peptomatic + 


OCHON 


Pioneering an entirely new concept 

of tablet construction, Robins’ Entozyme 
releases pepsin, pancreatin and bile 

salts from a single tablet — each in that 
part of the digestive tract where its 
enzymatic action will be maximal. 
Controlled clinical studies’? attest the 
remarkable efficacy of this comprehensive 
digestant therapy in chronic woe 
cholecystitis, post-cholecystectomy 
syndrome, infectious hepatitis, 
pancreatitis, chronic dyspepsia, and 

peptic ulcer; as well as in nausea, 
anorexia, belching, flatulence and pyrosis. 
Formula: Each specially constructed tablet 
contains pancreatin, U.S.P., 300 mg.;- 
pepsin, N.F., 250 mg.; bile salts, 150 mg. > 


% 


A coined word to describe the unique mechanical 
action of Entozyme Tablet, whereby pepsin is 
released only in the stomach, and pancreatin and 
bile salts only in the small intestines. 


1. MeGavack, T. H., and Klotz, S. D.: Bull. ¢ 
Flower Fifth Ave. Hosp., 9: 61, 1946. 2. Weissberg, J., ie 
et al.: Am. J. Digest Dis., 15: 332, 1948. 7 . 


entozyme’ 


Gastrically soluble outer 

shell contains pepsin; 
enterically coated core carries 
pancreatin and bile salts.for 
release in the small intestines. 


A. H. Robins Co., Inc. 
Richmond 20, Virginia 


Ethical Pharmaceuticals of Merit since 
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SALICYLATE 
BLOOD LEVEL. 


PARA AMINOBENTOIC ACID AGM NCSTERED 
SADE TATE 


References 

1. Dorfman, A., et al. : Proc. 
Soc. Exper. Biol. 

and Med., 64: 857, 1947. 


2. Dry, T J.: Proc, Central Soc. 


Clin. Research, 19; 69, 1946. 


3. Rosenblam, H. and Fraser; 


L. Proe. Soc. Exper, 


Biol, and Med., 65: 178; $947. 


affections 


Sodium salicylate’ and para-aminobenzoic acid’— 
each an active antirheumatic in its own right — 
are teamed with uniquely reciprocal effect in 
Pabalate® ‘Robins’. Para-aminobenzoic acid markedly 
increases the blood level of concurrently 
administered sodium salicylate (which in turn 
enhances the blood concentration of para-aminobenzoi¢ 
acid), thus making the therapeutist’s dream of 
higher salicylate blood levels for more 

effective results a significant clinical reality. 
Formula: Each enteric-coated Pabalate Tablet, 

or each teaspoonful of the chocolate- 

flavored Pabalate Liquid, contains sodium salicylate, 
U.S.P. (5 gr.) 0.3 Gm.; para-aminobenzoic 

acid, as the sodium salt, (5 gr.) 0.3 Gm. 


Administration of para-aminobenzoic 


A. 8. Blobins Co., Richmond 20, Virginia 
ETHICAL PHABMACEUTICALS OF MERIT SINCZ 1878 


acid to subjects on a constant intake of : a 


sodium salicylate ‘produced a dramatic rise a 
in the salicylate level in the blood.’’? 


PABALATE’ 


Tablet ot Liquid — for higher salicylate 
blood levels on lower salicylate dosage. 
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IN GALLBLADDER MANAGEMENT 


NUBILIC represents the modern trend in 
the management of inflamed and congested 
gallbladder and bile ducts. 


NUBILIC contains dehydrocholic acid, an 
efficient hydrocholeretic agent which thins 
the liver bile and flushes the biliary passages. 


NUBILIC contains belladonna, which en- 
courages free drainage and reiaxes the 
sphincter of Oddi. This action is further en- 
hanced by the central sedation of pheno- 
barbital. 


= WNUBILIC 


Each Nubilic Tablet contains: 


Dehydrocholic acid......... 0.25 Gm. (334 gr.) 

Phenobarbital 8 mg. (14 gr.) 

Belladonna 8 mg. (\% gr.) 
Bottles of 25, 50 and 100 tablets 


NUMOTIZINE, Inc. 


900 N. Franklin Street + Chicago 10, Illinois, U.S. A. 
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Not just milk replacement but casein replacement... 


Casein—and also lactalbumin—are frequently the cause of hypersensi- 


tiveness to cow’s milk. This hypersensitiveness can be manifested by gas- 
trointestinal upsets followed in time by eczema of a mild or acute nature. 
In such cases cow’s milk of all types must be eliminated from the diet. 


Mull-Soy is a near equivalent for milk to be used in these cases. 


Mull-Soy diluted with equal volume of water | Average whole cow's milk 


A scientifically sound formula for 
avoidance of casein allergy 


Stable — vacuum packed 


High in unsaturated fatty acids 
essential for growth 


Pleasant-tasting 


A homogenized liquid, not a 
powder or a hydrolysate 


For hypoallergenic diet in infants 
or adults look to 


The Borden Company 
Prescription Products Division 


350 Madison Avenue, New York 17 ea 


At drugstores in 1545 oz. tins. 
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‘Aeduce vascular accident in hypertension 


Griffith and 
Lindauer,* in a study 
of 1200 
hypertensives 
found capillary 
abnormality 

in some 30%. 
Moreover, in this 
group the risk 

of vascular 
accident was 
increased fivefold! 


* Griffith, J. G. 

and Lindaver, M. A.: 
Ohio State M. J. 
43-1136 (1947). 


supports the capillaries while 
relaxing the arterioles in 
and Mannitol Hexanitrate, P.-M. Co. 
VASODILATION — provided by the central effect of 
phenobarbital and the direct smooth muscle relaxing 


effect of mannitol hexanitrate on the vascular walls. 


CAPILLARY SUPPORT— supplied by the effect of 
rutin in prevention and correction of increased capil- 
lary fragility. 
Each Tablet Rutol contains: 

10 mg. (1/6 gr. approx.) 
PHENOBARBITAL 8 mg. (1/8 gr.) 
MANNITOL HEXANITRATE . . . 16 mg. (1/4 gr.) 
Bottles of 100, 500 and 1000 tablets. 


COMPANY 


PHARMACEUTICAL AND BIOLOGICAL CHEMISTS 
DIVISION OF ALLIED LABORATORIES INC., INDIANAPOLIS 6, INDIANA 
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NEW... for your anemia patients 


For nutritional 
macrocytic anemias 


Dopex (With Oral Activator) offers your patients for 
the first time really effective oral vitamin B,, therapy. 
Each tablet contains 2 micrograms of B,. and 200 mg. 
of a special activator—natural pyloric substance. 
Bottles of 100 and 1000 tablets. 


USE 


For pernicious anemia | DODEX 


INJECTABLE 


Dopex INJECTABLE is the treatment of choice for your 
patients with uncomplicated pernicious anemia or 
pernicious anemia with neurological involvement. 
Each 1-cc ampul contains 15 micrograms of crystal- 
line vitamin Bj». Boxes of 6 ampuls. 


For Hypochromic anemias 


STouimin is the ideal combination for your patients 
with iron-deficiency anemias or the anemias of con- 
valescence and blood loss. Each tablet contains liver 
and By», activated by natural pyloric substance, plus 
a liberal amount of iron. Bottles of 100 and. 1000 
tablets. 


Literature, containing dosage schedules and indications, for each of these 
new anti-anemia preparations is available to physicians upon request. 
Trial supplies of Dodex and Stolimin tablets are also available to physicians. 


Trodemorks—Dodex ond Stolimin 


ORGANON INC. - ORANGE, NEW JERSEY 


Vol. 
DODEX 
~ 
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[ce =15 micrograms] 
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What do you 


look for 
in an antiarthritic 


EFFECTIVENESS? 

With Ertron,® local and systemic improvement has been reported in 

701 out of 852 arthritic patients. Thus beneficial results were 

obtained in 82%; and no improvement was noted in only 17.8%. In a disease 
as resistant as rheumatoid arthritis, this is truly effective therapy." 

“No specificity is claimed for Ertron therapy. However, any substance 

which is non-toxic and which by its general systemic action does produce 
improved sense of well-being, diminution of soft tissue swelling, relief of 

pain, and improved muscle strength and which does make possible a return to 
gainful occupation, should be used in the treatment of arthritic patients.”? 


STEROID COMPLEX, WHITTIER 


8 Sx 


NOT IMPROVED 
17.8% 


TOLERABILITY? 

Tolerance to Ertron is high in patients under periodic observation. 
Untoward side reactions are rare. In 1,020 arthritic patients, 
marked intolerance requiring cessation of therapy occurred in only 
1.4%, while minor side effects, such as nausea, gastrointestinal 
upset, headache, etc., were encountered in about 8%. 

“These mild digestive disturbances disappear almost immediately 
after the cessation of Ertron administration and usually 

do not recur when this therapy is again instituted."4 


to 
00 
90 
80 
70 
60 
50 
40 
30 
20 


Ertron is supplied in bottles of 50, 100 and 500 capsules, and Ertron Parenteral in 
packages of six 1 cc. ampuls. Each capsule contains 5 milligrams of activation-products 
having antirachitic activity of fifty thousand U.S.P. units. Each ampul contains 
activation-products having antirachitic activity of five hundred thousand 

U.S.P. units, in sesame oil. Biologically standardized. 


BIBLIOGRAPHY 

(1) Mag P. B.; McEl y, R. T., and Logan, E. E.: J. Michigan M. Soc. 46:71, 1947 
(2) Levinthal, D. H.; Logan, C. E.; Kohn, K. H., and Fishbein, W. I.: Indust. Med. 13:337, 1944 
(3) Cohen, A., and Reinhold, J. G.: Indust. Med. 17:442, 1948 

(4) Farley, R. T.; Spierling, H. F., and Kraines, S. H.: Indust. Med. 10:341, 1941 
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GRATIFYING 
RELIEF 
through effective, 
Safe 
Urogenital 
Analgesia 


(Brand of Phenylazo-diamino-pyridine HCl) 


| MERCK & CO., Inc. 


Manufacturing Chemish 


In Canada: MERCK & CO., Ltd. Montreal, Que. 


Young Patients Also Appreciate Pyridium® 


ISTRESSING symptoms of urinary tract infection such 
D as urinary frequency, pain and burning on urination 
can be relieved promptly in a high percentage of patients 
through the simple procedure of administering Pyridium 
orally. 

Pyridium is virtually nontoxic in therapeutic dosage and 
can be administered concomitantly with streptomycin, 
penicillin, sulfonamides, or other specific therapy. 

With this easy-to-administer and safe urinary analgesic, 
physicians can often provide their patients with almost im- 
mediate relief from distressing urinary symptoms during 
the time that other therapeutic measures are directed to- 
ward alleviating the underlying condition. 


Literature on request 


Pyridium is the trade-mark of 

the Pyridium Corporation for 

its Brand of Phenylazo- 

diamino-pyridine HCI. Merck 

& Co., inc., sole distributors 
in the United Stotes. 


RAHWAY, N. J. 


March 1950 
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to correct those ill-defined 
secondary anemias which resist treatment 
with iron alone, write: 


S.K.F. now offers FEOSOL PLUS, } 
a delicately balanced, 

broad—range formula 
to combat those ill-defined 

secondary anemias where 

the deficiency is multiple. 


Each FEOSOL PLUS capsule contains: 


Ferrous sulfate, exsiccated, 200.0 mg.; liver 
concentrate powder (35:1), 325.0 mg.; folic acid, 

0.4 mg.; thiamine hydrochloride (B,), 2.0 mg.; 
riboflavin (B,), 2.0 mg.; nicotinic acid (niacin), 

10.0 mg.; pyridoxine hydrochloride (B,), 1.0 mg.; 
ascorbic acid (C), 50.0 mg.; pantothenic acid, 2.0 mg. 


y no means 
replaces Feosol. 


Feosol is the standard 
therapy in simple 
iron-deficiency anemias. 


capsules daily, 
one after each meal. 


Available in bottles 
of 100 capsules. 


Smith, Kline & French Laboratories, Philadelphia 
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“ulcer... 


a newly accepted therapy 


Mounting clinical evidence, now accepted by the Council on Pharmacy and 
Chemistry of the American Medical Association, continues to support the 
claims made for the efficacy of Resinat. The most recent studies, for example, 
demonstrate that complete symptomatic relief occurs in from 48 to 72 hours 
and is accompanied by regression of the ulcer crater in from two to four 
weeks, as seen in most of the 120 patients treated with Resinat.! 


Resinat acts as an adsorbent which effectively neutralizes excess gastric 
acidity. It does not cause constipation nor does it produce acid rebound or 
other objectionable side effects. 

Resinat is availabie in Capsules (0.25 Gm.), Tablets (0.5 Gm.), Powder (1 Gm.). 


1. Weiss, S., Espinal, R. B. & Weiss, J.: Therapeutic Application of Anion Exchange Resins 
in the ‘Trebeunt of Peptic Ulcer, Review of Gastroenterology, 16:501-509, June, 1949. 


Literature and samples available. 


brand of resin 


THE NATIONAL DRUG COMPANY 


More than Half a Century of Service 


PHILADELPHIA 44, PA. 


to the Medical Profession. 
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N 0 HELP NO ALKALI REQUIRED 


/ when you prescribe 


~ 


NEEDED salysal 


(salicy! salicylic acid) 


in massive salicylate therapy 


Salysal causes no local gastric irritation . . . therefore obviates use 
of sodium bicarbonate which lowers the blood salicylate level 


Although ordinary salicylates require concomitant administration of sodium 
hicarbonate to relieve nausea and vomiting. many investigators'® have reported 
recently that the administration of sodium bicarbonate will promptly and mate- 
rially reduce the plasma salicylate level and that a satisfactory high level 
cannot be attained with the simultaneous administration of the two drugs. 


But Salysal. causing no gastrointestinal intolerance, needs no help! It avoids 
any direct action on the gastric mucosa. for the salicyl radicals of the ester are 
so bound as to be liberated only in the intestine. In addition. Salysal is twice as 
active therapeutically as sodium salicylate. Each 5 grain tablet is equivalent 
in therapeutic effect to approximately 10 grains of sodium salicylate. 


Salysal is clearly the drug of choice in the salicylate treatment of rheumatic 
fever, acute and chronic articular rheumatism, grippe. neuralgia. pharyngitis. 
tonsillitis and allied conditions. Salysal is indicated wherever salicylates are 
beneficial. and where an analgesic and antipyretic action is desired. 


HOW SUPPLIED: Taners, 5 gr.. bottles of 50. 250, and 1000: 
Powper, bottles of 1 0z. and 1 Ib. 

Salysal (2.5 gr.) is also available with acetophenetidin (2.5 gr.) 
and caffeine (0.5 gr.) as SALYPHEC Tablets. bottles of 25, 
100 and 1000. 


‘ . Smull, K.; Wégria, R., and Leland, J.: J.A.M.A., 125:1173 (Aug. 26) 1944. 
SALYSAL . Caravati, C. M., and Whims, C. B.: South. M. J., 38:722 (Nov.) 1945. 
bee . Caravati, C. M., and Cosgrove, E. F.: Ann. Int. Med., 24:638 (April) 1946. 
. Smith, P. K. et al.: J. Pharmacol. & Exper. Therap., 87:237 (July) 1946. 
. Cornell Conference on Therapy: Am. J. Med., 2:86 (Jan.) 1947. 
. Martin, A. T.: Ohio State M. J., 44: 265 Mar.) 1948. 


RARE-GAtLEN, INC. 


Formerly Rare Chemicals, Inc. & Galen Company 


HARRISON, N. J. ° RICHMOND, CALIF. 
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hosphate 
phosphate “and Fleet’ ore registered trade 
Fleet Company, Inc. 


March 1959 


Vol. 43 No. 3 


42 
many practitioners are relying increasingly ON 
_ this safe, dependable, ethical medication for judicious | a 


in dispelling the shadows of mild mental depres- 
sion. The reported advantages of Norodin over 
chemically related analeptics include smaller dos- 
ages, more prompt and prolonged mental stimula- 
tion, and relatively few side effects. Norodin can be 
used to advantage in achieving the sense of well- 
being essential to effective patient management in 
functional and organic disturbances. In obesity, 
Norodin is useful in reducing the desire for food 
and counteracting the low spirits associated with 
the rigors of an enforced diet. 


Supplied: 2.5 and 5 mg. tablets in bottles of 100 


orodin 


Hydrochloride 
brand of methamphetamine hydrochloride 
PSYCHOMOTOR STIMULANT AND ANTI-DEPRESSANT 


“Endo Products Inc., Richmond Hill 


= 
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Providing high salivary concentrations of non-toxic, 
non-sensitizing tyrothricin, Lozilles present potent and 

sustained topical antibiotic action against the causative 

organisms of most common mouth and throat infections, 


High 
Antibiotic 
Effectiveness 
in 
Oropharyngeal 
Infections 


Propesin, the surface analgesic in Lozilles, brings prompt 
and prolonged relief to irritated or inflamed mucosal 
tissues—its action being substantially more sustained 
than that of benzocaine. 


Pleasant-tasting, Lozilles’ mild citrus flavor assures cooperation 
of patients of ail ages. When administered by slow 
dissolution in the buccal sulcus, a single Lozille will maintain 
salivary tyrothricin levels of the order of effectiveness shown 
below for an average period of one-half hour. 


EFFECTIVE SALIVARY TYROTHRICIN LEVELS 
Levels attained | Approximate Levels 

Lozille marked inhibition of 
25 to 50 


~ 


* Salivary tyrothricin levels obtained with an experimental lozenge con- 
taining | mg. of tyrothricin were approximately one-half those obtained 
with the use of a Lozille. 


LOZILLES 


(LAH-ZEELS) 


® 
Each Lozille contains 2 mg. of 
tvrothricin and 2 mg. of propesin. 
Supplied in vials of 15 Lozilles. 


WHITE 
LABORATORIES, INC. 


Pharmaceutical Manufacturers, 
Newark 7, N. J. 
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when pregnancy is contraindicated ... 


A COMPARATIVE STUDY 
THE EFFICACY OF THE SUPPOSITORY FOR CONCEPTION CONTROL 


*@C One of the greatest obstacles to the prescription of contraceptives by 
physicians has been the belief that the diaphragm with a spermicidal jelly 
or cream is the only reliable method which the patient herself can emplov. 9% 


ee However. it must be recalled again 
that effectiveness depends primarily on 
acceptability and. in general, the simpler 
the method the more acceptable and. 
therefore, the more effective. We believe. 
therefore, that a suppository containing 
the same material found in a cream or a 
jelly will prove more effective on a large 
scale because its use is simpler. .. .¢® 


ee Two separate studies are reported 
evaluating the efficacy of certain simple 
methods of contraception which do not he 
entail the use of the diaphragm—one car- ; a 
ried out in Baltimore and the other in Lorophyn® Suppositories (N.N.R.) con- 
Columbia, S. C.. and vicinity... tain phenylmercuric acetate 0.05% and 
glyceryl laurate 10% in a water-dispers- 
ee It may be that certain women, highly ible, self-emulsifying, synthetic wax 
skilled in the insertion of the diaphragm, base. Hermetically sealed in foil, they 
will receive better protection from that will not leak in hot weather. 
technic, but surely mass studies on the 
diaphragm have not shown greater effi- latter methods—especially the suppository, 
cacy than is reported in this paper by the simplest of them all—deserve more 
simpler procedures. Hence, the conclu- widespread trial than they have heretofore 
sions would seem inescapable that these received. ee* 


* Eastman, N. J. & Seibels, R. E.: The Efficacy of the Suppository and of Jelly Alone 
as Contraceptive Agents, J. A. M. A. 139:16 (Jan. 1) 1949. Reprint on request. 


EATON LABORATORIES, INC., NORWICH, N.Y. 


When a jelly is preferred—LOROPHYN JELLY (N.N.R.) also contains the powerful spermi- 
cide: phenylmercuric acetate 0.05%, and polyethylene glycol of mono-iso-octy] phenyl 
ether 0.37. methyl p-hydroxy benzoate 0.05% and sodium borate 3% in a special jelly base. 
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20,000 
units 

of 
penicillin 
ina 
slowly-dissolving — 
hard candy : 


They look and taste delicious and are 
welcomed by young or old—assurance 
that your patients will follow the 
prescribed dosage regimen. 


PONDETS* PENICILLIN TROCHES 


For local treatment and prophylaxis 


of oral infections caused by penicillin- 


sensitive organisms. 


*Trade Mark 


Wijeth Incorporated, Philadelphia 3, Pa. Wipeth 
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| N OW. e fo protect the | 


‘ailing heart from a 
§ 


dangerous added strain... 


Your hypertensive patient with a failing heart may present 
a condition dangerously complicated by edema. Unrelieved * 
by diuretic help, this added strain, of course, can hasten car- 

diac failure. 


In such cases, you'll welcome Nitranitol with Phenobarbital 

and Theophylline to provide powerful diuretic action and 

myocardial stimulation . . . along with sedation and Nitran- ” 
itol’s familiar, safe, gradual, prolonged vasodilation. : 


Nitranitol is available in these forms: = 


@ When the threat of cardiac failure exists. Nitranitol with 
Phenobarbital and Theophylline. ( gr. mannitol hexanitrate 
combined with 14 gr. Phenobarbital and 114 gr. Theophylline.) 


@ When sedation is desired. Nitranitol with Phenobarbital. : j 
(44 gr. Phenobarbital combined with gr. mannitol hexanitrate.) 


© For extra protection against hazards of capillary fragility. 
Nitranitol with Phenobarbital and Rutin. (Combines Rutin 20 mg. 
with above formula.) 


@ When vasodilation alone is indicated. Nitranitol. (1 gr. mannitol 
hexanitrate.) 
CINCINNATI @ U.S.A. 
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12 ORAL TABLETS») 
NALUMINUM PENICILLIN 
, RARYLAND 


00 


Each tablet contains Aluwinom Penicillin 


WESTCOTT & DUMNING, 
BALTIMORE 


in 


Greater effectiveness 


Oral therapy with Aluminum Penicillin has proved to be 
effective in fulminating infections such as pneumonia! and in other 
infections due to streptococci, staphylococci and gonococci.? It 
rarely causes gastric disturbance or allergic reactions. The 
patient’s bodily and mental comfort is improved because the 
necessity for frequent injections is eliminated. 


The unique advantages of Aluminum Penicillin are that it is 
not soluble in solutions of acidity corresponding to that of gastric 
secretion, but is gradually converted into a readily absorbed form 
in the intestinal tract. These factors provide for maximum utiliza- 
tion of the dosage administered, higher and more prolonged 
blood levels.’ 


Sodium benzoate is added because it inhibits the destructive 


action of intestinal enzymes.‘ 


Each tablet contains: Aluminum Penicillin, 50,000 units; 
sodium benzoate, 0.3 gram. Supplied in vials of 12 tablets. 


'Terry, L. L. and Friedman, M. The Military Surgeon, Vol. 103, No. 5, November, 1948. 

*Friedman, M. and Terry, L. L. Southern Medical Journal, Vol. 42, No. 6, June, 1949. 
oe ‘Bohls, S. W. and Cook, E. B. M. Texas State Journal of Medicine, Vol. 41, November, 

1945, p. 342. 

‘Reid, R. D., Felton, L. C. and Pitroff, M. A. Pro. Soc. for Exp. Biol. and Med., Vol. 63, 

1946, p. 438. 


* Patent applied for. 
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A COMPARISON OF ROOMING-IN VERSUS 
STANDARD NURSERY TECHNIC* 


By Water A. Rucu, M.D. 
Memphis, Tennessee 


Much has been written recently about the “new” 
method of infant care in the hospital. What is this 
new method? Rooming-in is the term currently in 
use to designate the hospital arrangement whereby 
a mother, theoretically at least, may have her new- 
born baby in a crib by her bedside whenever she 
wishes. The idea is not new, it being the standard 
practice in some European countries today, as it 
was with our grandmothers in their homes. 


The present interest in our modern method of 
nursery technic probably stems from the field of 
psychiatry. In reviewing statistics it was noted that 
during the recent war 41 per cent of the inductees 
from the cities and 51 per cent of the inductees 
from the rural areas were found unsuitable for 
military service. An appreciable percentage of this 
unsuitability stemmed from personality disorders 
which had their origin in early childhood. In addi- 
tion, at one time during the hostilities when combat 
infantrymen were in dire demand, one thousand 
persons a day were being discharged from the mili- 
tary because emotional disorders rendered them 
unserviceable.! 


It is not a nebulous hypothesis that the origin of 
adult psychoses and neuroses is to be found in 
infantile experiences.? It has been the experience 
of many pediatricians that the so-called “problem 
children or spoiled children” are the products of a 
regime which has denied them adequate mothering. 
Aldrich’ says, 


“Anyone who cares to do so may study, as I have, the 
tarly history of spoiled children. In vain will he search for 
a story of indulgence at the start. With tiresome regularity 
he will find the same old tale of strict adherence to rigid 
forms of child training and an inhuman sort of reliance on 
the theory that affectionate treatment is bad for babies.” 


nite Section on Obstetrics, Southern Medical Association, Forty- 
pal Meeting, Auspices Campbell-Kenton County Medical 
of Northern Kentucky, held in Cincinnati, November 14-17, 


Dr. Edith B. Jackson,* Associate Clinical Pro- 
fessor of Pediatrics at Yale University School of 
Medicine, because of her interest in pediatric 
psychiatry, became interested early in some method 
of reform. Dr. Jackson says, 

“The first needs of the child, according to present tenets, 
are: (a) Prompt satisfaction of hunger and the urge to 
nuzzle and suck, (b) a feeling of warmth and support from 


the nurturing mother, and (c) peaceful, undisturbed rest 
between times. 


“Accordingly, the first injury that can be inflicted on 
the personality of the helpless infant is to refuse comfort 
when he needs it or to force food upon him when he is not 
ready for it or already has enough. 


“Repetition of such traumatic situations brings adverse 
reactions in both child and parent and leads to later 
difficulties in the guiding and training of the child.” 

Realization that the period of hospitalization of 
mother and newborn baby offers a great opportu- 
nity to give the new mother instruction in child 
care and to stimulate her interest in child develop- 
ment led to the organization a few years ago of the 
Cornelian Corner of Detroit. It was initiated by a 
small group of psychiatrists, pediatricians and ob- 
stetricians who felt the need of concentrated effort 
to attack at the source the multitude of personality 
and mental disorders increasing at an alarming rate. 
The avowed purpose of the organization was and 
is to “promote healthy parent-child relationships.” 
Three Detroit hospitals and one other suburban hos- 
pital have been cooperating with members of the 
Cornelian Corner in experimenting in certain se- 
lected cases with a rooming-in plan which permits 
the mother to have her baby at her bedside where 
she can get to know him and actively participate in 
his care.? 

The first so-called rooming-in venture in the 
maternity ward at Grace-New Haven Community 
Hospital took place in the fall of 1944, first with a 
primipara, then successively with two multiparae. 
Another attempt was made in April, 1946, from 
which it was learned that nursing coverage around 
the clock appeared essential for rooming-in mothers 
and babies on an ad libidum schedule, especially 
for the first few days. This precluded, from the 
nursing administrative point of view, any possibility 
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of offering adequate nursing care to the mother- 
infant combine in single rooms on the maternity 
service and a four-bed rooming-in ward or unit was 
adopted and was opened in October, 1946. This 
study was made financially possible through the 
generosity of Mead Johnson & Company which per- 
mitted the hiring of a full-time pediatrician and 
nurse. All mothers were selected during pregnancy 
only if they were desirous of trying the rooming-in 
system. In other words, this has been purely an 
experiment under ideal conditions.‘ 


The first practical application of the rooming-in 
plan was tried out at the new George Washington 
Hospital. As early as 1945, McLendon and Parks 
designed plans for a rooming-in adaptation for the 
new hospital which was opened in 1948. In this 
new hospital the mother may select one of several 
arrangements. The eight-crib units, largest type in 
the building, are the nearest approach to the old 
style segregated nursery. This size was chosen be- 
cause of published recommendations of the Chil- 
dren’s Bureau and other authorities who believe 
that eight normal infants are the maximum load 
to which one nurse can give good care. There are 
three of these eight-bed units. Near one of the units 
the eight single rooms for mothers are located. 
Grouped around the other two units are the mothers’ 
rooms, the largest of these containing four of the 
new self-operating beds. 

In addition there are two four-crib nurseries. On 
the opposite sides of each are double rooms for 
mothers. A full-view window allows each of the 
four mothers a direct view of her own baby. 
Although the bassinet unit is beside the nursery 
window, crying does not carry through the wall and 
a shade can be lowered if the mother so wishes. 

In these units one nurse has exclusive care of 
four mothers and four babies. This is a new idea, 
reversing the previous recommendation that the 
nursery nurse should not care for the mothers and 
babies simultaneously. 


The private wing rooming-in unit consists of 
eight single rooms, each with its own glass-enclosed 
nursery. By designing a new type of bed for the 
mother and a new type of mobile crib, it is possible 
for the mother to sit up in bed and take care of her 
baby by herself. During visiting hours and at times 
when she does not care to have the baby, it can 
be rolled back to its glass cubicle. Fathers also are 
encouraged to handle their babies provided they 
wash their hands and put on a gown for the 
occasion. 


The George Washington Hospital is. probably 
the first one to have passed beyond the experimental 
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stage and made a practical use of the rooming-in 
system and it has definitely been considered a 
success. The system has been tried, with some 
degree of success, in many other institutions over 
the country. In 1948 the Branch County Health 
Center of Coldwater, Michigan conducted a three- 
week experiment in rooming-in because of an out- 
break of impetigo in the general nursery.” At the 
close of the three-week period the group making 
the study decided that with the present background 
of their nurses, the facilities with which they had 
to work and their previous good nursery record, 
the babies would be safer with nursery than with 
rooming-in care. 

At Woman’s Hospital in Detroit the Adminis- 
trator, E. Charlotte Waddel, feels that after a trial 
of fifty-two rooming-in patients, the plan will again 
become an accepted procedure without too many 
frills but emphasizes the importance of education 
for all concerned.® 


Whitacre and Hughes, in planning the new ma- 
ternity division at the University of Tennessee 
Medical School, adopted the mobile-crib unit with 
the idea of taking advantage of the rooming-in 
method in times of nursery epidemics such as im- 
petigo, or diarrhea, but using the small nursery 
units because of the scarcity of nurses and increased 
cost. 


Rooming-in, as it has recently been named, is 
simply a revival and modification of an old custom. 
It was only with the advent of modern hospital 
set-ups that the juvenile dormitory came into being 
and has been considered a necessity by all doctors 
and nurses. There is no doubt that harshness of 
the present hospital system has worked a hardship, 
so to speak, upon the fathers who have felt very 
much neglected and out of place. Likewise, there is 
little question that the efficacy of a fixed nursing 
schedule adhered to in the present central nursery 
system and followed up on return home has been 
disapproved by the increase in breast fed babies 
who have followed the selective feeding schedule 
made easy by the rooming-in method. 

Let us not be swept off our feet, however, by the 
comment of the lay press which is so apt t0 
dramatize anything in the medical world that 
smacks of news. Should every hospital in the 
country revolutionize its present system by adopt- 
ing the rooming-in plan? First let us ask a few 
questions: 

(1) If all prospective mothers should be inter- 
viewed, what per cent would have an_ intelligent 
idea of what the rooming-in plan really is and what 
per cent would express a desire to use it? 
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(2) So iar, in all institutions where the plan has 
been tried, both systems have had to be made avail- 
able and an increase in nursing personnel has been 
required. With a decrease in registered nurses in 
most states how is the nursing problem to be 
solved? 

(3) Who is to take the responsibility of teaching 
the personnel? To whom is the responsibility of the 
care of the mother and baby delegated as to the 
duties for the newborn and the postpartum period? 

(4) Under the rooming-in plan it is desirable 
that one nurse take care of the mother and child 
and this would require an extensive course of 
teaching. Could a nurse who has had no previous 
experience with infants assume the responsibility 
of both? 

(5) When the baby does not arrive at the 
mother’s bedside within twelve or twenty-four hours 
because of prematurity, abnormality or stillbirth, 
who will take the responsibility of sitting down and 
explaining to the mother why she does not have 
her baby brought in, especially if she has previously 
made arrangements for a rooming-in plan? 

(6) How far can the tired mother, half asleep, 
be trusted to place the baby in the crib before she 
drops off to sleep? 

(7) If the baby falls, who is responsible for this? 

(8) What is the effect upon the mother when a 
baby dies in its crib? 

(9) If the mother had her baby for two or three 
days and became very tired, should the baby be 
returned to the main nursery at her request? 


(10) If the mother exhibits peculiarities of ac- 
tion, is the baby to be left with her? 


(11) How can plans be made for the mother who 
has her baby in the room when she is bathing, 
doctors are making rounds, during medication, 
enemas, afternoon and evening care, cleaning of the 
room, all necessitating a change of personnel? Is 
this going to bring infection into the room? 


(12) Can we justify to the patient the high cost 
of her room when she has to assume all the care 
of the baby, and to what extent is this care really 
sufficient ? 

(13) In double bed rooms, when one rooming-in 
patient goes home and no other rooming-in patient 
is admitted, who bears the extra expense of the 
empty bed and what happens to patients who do 
not wish to follow this plan when there is a scarcity 
of - such as has prevailed during the last few 
years 


(14) One of the principal talking points for the 
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rooming-in plan has been the ability to teach the 
mothers the proper care of the baby and most of 
the hospitals have reported that this teaching can 
be begun by the fourth day. Many hospitals today 
are obliged to send their patients home by the fourth 
or fifth day. How much can be accomplished dur- 
ing such a short hospital stay?® 


In hospitals today that have neither an endow- 
ment nor government support, cost is an item. The 
cost to the patient is already almost prohibitive and 
anything which will increase it must be weighed 
in the balance. Does the rooming-in plan increase 
cost? Albert W. Snoke,’ Hospital Administrator, 
Yale University, and Director, Grace-New Haven 
Community Hospital, says: 


“The possibility of increased cost of this type of hospital 
care is obviously one of the major factors in skepticism or 
rejection. This question is particularly appropriate today 
with increasing hospital costs and shortage of nursing 
personnel. Accurate and extended cost figures have not 
been made upon this type of maternal hospital care as the 
experimental four-bed unit cannot lend itself to a large 
nursing division study.” 


Victor F. Ludewig,!© Superintendent of the 
George Washington University Hospital, says: 

“We have not as yet statistics to tell us whether or not 
the rooming-in idea is an added expense, but it is my 
personal view that this type of an arrangement is more 
expensive for the hospital because of the additional space 
requirements and additional staff. On the other hand, it 
is a service which seems to be meeting with very favorable 
reception by mothers.” 


The author’s private practice is confined to the 
Baptist Memorial Hospital. Our hospital is not 
endowed and must survive upon the revenue col- 
lected from its patients. With the present high cost 
of labor and supplies and with the present shortage 
of registered nurses, there is no question that any 
radical change of our present system would add to 
an already burdensome per diem cost to obstetrical 
patients. 


CONCLUSIONS 


The hypothesis that the origin of adult psychoses 
and neuroses is to be found in infantile experiences 
may be well founded but it is difficult to evaluate 
just how much influence the habits formed during 
a four- or five-day hospital stay will affect either 
the baby or the mother. We all know, however, 
that the regimentation of the obstetrical department 
in hospitals has been severely and justly criticized. 
There is also no doubt that the selective schedule 
of feeding which has developed under the rooming- 
in plan is a big improvement over the old three- or 
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four-hour schedule which every mother has been 
taught to believe is essential for the baby’s health 
and behavior. 


Institutions, such as the George Washington 
University Hospital, which have been built recently 
enough to provide an adequate rooming-in floor 
plan, and have sufficient funds available for afford- 
ing patients a choice of plans without adding extra 
cost to the patient, will probably approach an ideal 
system. In the majority of hospitals in this country, 
however, where the only means of revenue is the 
fee collected from the patient, it is the author’s 
opinion that any change should be gradual and if 
it is not financially sound, some type of compromise 
plan should be adopted. 
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DISCUSSION (Abstract) 


Dr. John Parks, Washington, D. C.—During the early 
part of this century only seriously ill and homeless mothers 
were admitted to hospitals. All others were delivered in 
their homes. Since many of these sick mothers were in- 
capable of caring for their infants, the system of having a 
separate nursery arose. Small homes, modern science, and 
the concentration of physicians around medical centers have 
influenced maternity practices. During the last ten years 
hospital deliveries have more than doubled. Out of prece- 
dent, hospitals have developed large dormitory types of 
centralized nurseries, frequently over-crowded, and often 
quite far removed from the mothers’ rooms. As a result, 
perfectly healthy and thoroughly interested mothers have 
not had much opportunity to see or participate in the care 
of their new babies. 

The new George Washington University Hospital Ma- 
ternity Division, which Dr. Ruch referred to in his paper, 
was planned on the following basically sound principles: 

(1) In hospital administration and in medical practice 
the newborn infant should be treated as a new patient 
admitted by way of the delivery room. 

(2) Parents should have a choice in hospitalization fa- 
cilities for their infants which compare in some measure 
with the accommodations provided for the mother. 

(3) Large nurseries are a threat to the well-being of 
newborn infants. They do not pay off in dividends of 
health. 
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(4) Nurseries should be placed in reasonable Proximity 
to the mothers’ rooms in order that long corridor exposures 
and mechanical difficulties in bringing infants to the bed. 
sides of the mothers may be reduced to a minimum. 

(5) The public should be educated to pay the cost of 
good care for newborn infants. 

(6) Family fear regarding delivery and infant care 
should be reduced through understanding. No one is ip 
a better position to direct such an educational program than 
the patient’s physician and the nurses surrounding her in 
the hospital. 

Before the George Washington University Maternity 
Plan was completed the members of our obstetric staff 
asked a number of their patients where they would prefer 
to have their infants after delivery. As a result of this 
survey, a variety of nursery facilities was provided, 
(Modern Hospital 65:46-49, July 1945.) 

Some infants are in 8-crib nurseries in the same area as 
the mothers’ rooms; other infants occupy 4-crib nurseries 
which are placed between double rooms, and in one wing 
there are 8 single rooms each of which has its own in- 
dividual nursery. During the latter part of pregnancy, the 
expectant mother is invited to visit the maternity division 
to select the type of accommodations which she prefers for 
herself and her infant. 

While, as yet, no official report has been published on 
the results of this plan, a few preliminary impressions will, 
in a measure, answer some of the questions proposed by 
Dr. Ruch. 


During the eighteen months that this service has been 
available, and during which time more than 3,600 deliveries 
have taken place, there has been no incidence of serious 
infection or injury to any infant. Curtains are rarely drawn 
across the many nursery windows. Infants are in continuous 
view. This procedure alone has added immensely to the 
quality of professional nursery care, and has given the 
parents a feeling of participation. 


The interval between birth and the time when most 
mothers can enjoy their infants is really relatively short. 
The average mother is anxious to learn as much as she 
can about her new baby as soon as possible. As a general 
rule no one will take better care of a baby than its own 
mother. 


Patients have been very willing to pay the costs of this 
type of infant care. 


With regard to infant complications, the doctor has to 
explain these to the family regardless of the type of hospital 
accommodations. 


Small nurseries permit a great flexibility in the arrange- 
ments of patients to suit their demands and the responss 
of their infants. No trouble has been experienced with 
leaving the infant at the bedside during the greater portion 
of the day. Normal procedures are carried on in the rooms, 
the only rule being that where an infant has to share # 
nursery with other infants, it will be placed in that nursery 
prior to the visiting period. 


These fundamental principles of more individualized 
mother-infant care can be established in any hospital. Com- 
munities fortunate enough to be planning new facilities for 
maternity patients should give serious consideration to the 
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advantages of placing the mothers’ rooms in close proximity 
to small nursery units. 


Dr. Bayard Carter, Durham, N. C_—We have been using 
this rooming-in plan on a modified basis for twenty-eight 
months. It applies entirely to the white patients, because 
our hospital is so constructed that (1) the premises for 
colored patients are not adequate, and (2) the nursery and 
other facilities for the colored patients also are inadequate. 


When this plan was promulgated most of us had been 
familiar with the psychiatric approach to the rooming-in 
system. We were fully cognizant of its value. We had 
great regard for the possible psychic implications of sep- 
arating the mother and her baby, but we also had a suspicion 
that perhaps the pediatrician and the hospital administrators 
had ulterior motives in the plan in that it would simplify 
the nursing care, because everybody who has ever run even 
small nurseries, as we have, must understand the frightful 
cost of maintenance of not only a nursery for white babies 
but a nursery for colored babies and a nursery for infected 
white and premature white, and a nursery for infected and 
premature colored. 


From my observations over the years, I have found that 
most of the nursing care on the floors goes to the babies, 
and little nursing care goes to the mothers. 


My other big objection to this plan was that these new- 
born babies should have a recovery room on the floor, 
which should be maintained with the utmost efficiency. 
It should be even better than the recovery room in which 
we can put a woman from whom we have removed a 
uterus or ovarian cyst. This newborn baby should not be 
put back into the room with the mother who is coming 
out of an analgesic experience or out of an anesthetic 
experience. 

The first premise should be that in the first twenty-four 
hours of life this baby should not be subjected to the 
casual visit of a group of nurses who come on at certain 
times and go off at certain times, and who are charged, say, 
with the care of four rooms or four patients in one room. 

We have had grave misgivings, therefore, as to how this 
plan would work. Fortunately, it worked well in these 
1,750 white patients upon whom we tried it. We tried to 
split it between ward and private patients to get the proper 
reaction; two-thirds were ward patients and one-third were 
the private patients. We thought there would be great 
objection to it on the part of the mothers. 

We gave the mothers questionnaires which gave them 
every opportunity to give their pros and cons, and we 
were very much surprised to find that 97 per cent of them 
favored it and that only 3 per cent voted against it. The 
3 per cent voting against it constituted mainly the grand 
multiparae who had gone to the well many, many times 
and who really, if anybody needed it, needed sleep and 
rest at that time. 

I think this idea is here to stay. Concerning what the 
essayist and Dr. Parks said about putting these babies in 
the bed nurseries, I have watched all my professional life 
the poor attention that the obstetric woman gets, and have 
watched the growth of pediatrics, and have seen the im- 
provement in care which has been brought to the infants, 
I think this will have a great effect upon how, when and 
where we rebuild and how we run these nurseries. 


One thought I would like to leave with you before we 
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talk about putting these babies in the room with their 
mothers, is that there should be a recovery room for a baby 
who has just been delivered. We want a recovery room 
for a woman who has just been delivered, no matter what 
type of anesthetic she has needed. Once we have that, then 
we will have a right to talk about how we are going to 
distribute these bits of humanity, and how to manage them. 
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Dr. Ruch (closing) —The plan certainly has its merits, 


and in the next two or three years we are going to hear 
much of it. 


Also, I appreciate what Dr. Carter said about a recovery 


room. Regardless of whether you have a central nursery 
or whether you put the babies with their mothers, each 
baby should have a recovery room. All of these things, 
however, as I mentioned, add up to expense. 


In building new hospitals it will not be much of a 


problem to work them out so that the good points of this 
system can be adopted. However, in small hospitals, where 
the cost is quite an item, we should proceed very carefully, 
and work out some sort of compromise which will take the 


good points of each. 


In regard to what Dr. Parks said about educating the 
public to pay, I think Mr. Truman will take care of that. 


THE EFFECTIVENESS OF ALABAMA’S MASS 
BLOOD TESTING PROGRAM* 


By W.H. Y. Smitu, M.D., C.P.H. 
and 
D. G. Gitt, M.D., D.P.H. 
Montgomery, Alabama 


With the passage of a law in 1943 which required 
all individuals between the ages of 14 and 50 to 
have their blood examined for syphilis, Alabama 
became a pioneer in the mass blood testing field. 
Beginning operations at the height of the war, 
progress was slow until the end of hostilities. 


During the first two- and three-quarter years, less 
than half a million persons in 12 counties, were 
tested for syphilis. In the next two years approxi- 
mately a million individuals were tested in the re- 
maining 55 counties. 

No attempt in this paper will be made to outline 
the procedures of operation since these have been 
reported! ? previously in detail. However, it should 
be noted that there are four dovetailed parts to mass 
blood testing: education and blood letting; serologic 
testing; followup of positives, doubtfuls and un- 
satisfactories; and treatment. Close coordination, 
each part with the other, was necessary if the for- 


*Read in Section on Public Health, Southern Medical Association, 


Forty-Third Annual Meeting, Auspices Campbell-Kenton County 
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ward movement was to be as a unit, smooth, con- 
tinuous and steady. 

As time marched on, the kinks and the bottlenecks 
were gradually overcome until a superlative degree 
of smoothness was attained. 


In spite of the rather jerky movement of the 
survey in the first few counties in 1943-1944 it 
became apparent that the population involved was 
quite willing to cooperate with the law. When the 
figures were compiled for the state as a whole, it 
was shown that out of the 1,468,192 reporting for 
the test, 1,430,746 individuals were in the age group 
14-50. This represents 79.82 per cent of the esti- 
mated population in this age group. A study of the 
white and colored populations separately revealed 
very little difference in cooperation. 
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Negroes zoom into the high brackets. For the 
214,835 colored males tested, 32,530 or 15.14 per 
cent were shown infected. And for the 261,978 
colored females, 49,203, or 18.78 per cent, were 
shown infected. This racial difference stands oyt 
sharply when both sexes are combined. Of the 
957,422 whites tested, 12,041, or 1.25 per cent, were 
found infected. With a little less than half as many 
Negroes, 476,813, there were found 81,733, or 17.14 
per cent infected. This indicates a Negro rate 14 
times that of the white rate. 


Table 2 shows the distribution of syphilis by 


FIRST MASS SURVEY OF SYPHILIS IN ALABAMA 
Distribution of Syphilis by Stage of Disease, Known and Unknown 


Previously Unknown 
In Table 1 it is shown that 1,450,513 individuals stage of sakte: “Sen” et 
were tested for syphilis. This represents a loss of Infection Neubert 
17,699 people who obeyed the law but 
breakage, insufficient blood, hemolysis, and so on, Secondary 301 1.44 «1,496 1,797 2.69 
no test could be made. Out of the people tested, Early latent 4,974 23.86 14,424 29.92 19,398 28.09 
94,636, or 6.5 per cent, were diagnosed as having Late latent 14,439 69.27 30,456 63.19 44,895 65.02 
or having had syphilis as evidenced by two or more Cardiovascular 1340 
positive blood tests.* Central ner. sys... 135 65 298 62 433 63 
The rates for the two races are worth noting. 
White males had the lowest rate with 1.17 per cent, ot stated 413. «1.98 431 ‘89 844 «122 
or 5,294 showing infection out of 449,373 tested. Total active 20,847 100.00 48,201 100.00 69,048 100.00 
Next the white female with 1.32 per cent, or 6,747 Discharged after. ‘ 
showing infection out of 508,049 tested. Then the ve, 25,58 
Grand total 46,435 48,201 94,636 
*Diagnosis at time of reporting. 
*These are the individuals whose infection was detectable by blood 
test. Due to technical difficulties in record storage it is impossible to 
separate into “current”? and “cured” infections. Table 2 
MASS BLOOD TESTING FOR SYPHILIS IN ALABAMA 
Final Results of the First Survey by Race, Sex, Age and Rate 
White Colored Not Grand 
Male Female Total Male Female Total Stated Total 
Age Test Inf. Test Inf. Test Inf. Test Inf. Test Inf. Test Inf. Test Inf. Test Inf. 
10-19 91246 389 100173 561 191419 950 49961 2598 57436 4754 107397 7352 3356 79 302172 838 
20-29 120718 841 157474 1909 278192 2750 56155 7079 80099 15607 136254 22686 4728 259 419174 25695 


30-39 124307 1805 138505 2360 262812 4165 53317 
40-49 98310 1950 99587 1706 197897 3656 45047 


50-59 9856 245 6987 123 16843 368 6141 
60-69 924 11 678 4 1602 15 541 
70-79 82 3 25 1 107 4 90 
80-89 33 nant 14 1 47 1 20 
90-99 32 1 27 Suet 59 1 20 
N.S. 2360 39 2953 70 5313 109 2255 


Total 449373 5294 508049 6747 957422 12041 214835 


10573 67413 16319 120730 26892 4093 260 387635 31317 
10313. 47286 10546 92333 20859 3130 180 293360 24695 
1295 4842 959 10983 2254 255 20 28081 2642 
56 302 30 843 86 74 6 2519 = 107 


4 42 5 132 9 ae 2451S 
3 14 1 34 4 ae 81 5 
5 28 48 13 107 4 


402 3091 740 5346 §=1142 556 648 11215 1299 
32530 261978 49203 476813 81733 16278 862 1450513 94636 
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stage. Out of the 94,636 infections, 25,588 were 
classified as having had syphilis since maximum 
benefit from treatment was received prior to the 
survey and these individuals are excluded from 
prevalence tables in this paper; 20,847 had had 
insufficient treatment; and 48,201 were previously 


unknown infections. 


In the pre-penicillin days and for a few years 
thereafter, attempts were made to retreat all early 
syphilis if the individual showed positive blood 
tests. But late syphilitics were discharged as having 
had “maximum benefit” if they had received 20-20 
or more of arsenic and bismuth. 

When the Kahn unit yardstick was introduced in 
1947, retreatment was judged in the field on the 
number of Kahn units (Table 3). This more accu- 
rate method of determining the existence of incom- 
pletely treated syphilis tends to increase the number 
of infected individuals found in need of treatment 
in the resurvey. As a result, reduction in prevalence 


would be less marked. 


Table 4 shows the distribution of infected cases 
in relation to treatment sources. There were 22,545, 
or 32.7 per cent, referred to the Rapid Treatment 
Center; 18,619, or 26.9 per cent, to private physi- 
cians, and 27,884, or 40.4 per cent, to clinics. 


KAHN UNIT TABLE 
Number of Units by Stage of Syphilis Required for Treatment 


Kahn Units 

: Kahn Units Kahn Units Kahn Units 24 months 
Diagnosis 6months 12months 18 months and over 
Primary syphilis _. S8orover Positive Positive Positive 
Secondary syphilis. 128 or over 64 or over 8orover Positive 
Early latent syphilis 128 or over 64 or over 8orover Positive 

Late latent syphilis. 128 or over 128 0rover 128 orover 128 or over 

Table 3 


FIRST MASS SURVEY OF SYPHILIS IN ALABAMA 
DISPOSITION BY TREATMENT SOURCE, STAGE, 


SEX AND COLOR 


Source =n af as 
2225 22 22 
RTC, 1032 10855 9218 233 393 513 22545 
Private 
Physicians _. 123 400 4403 13106 2 $3 532 18619 
Clinic... 63 365 4140 22571 100 300 345 27884 
Total mm. 487 1797 19398 44895 335 746 1390 69048 
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It should be noted that physicians and clinics 
were the main source of treatment until 1945. Al- 
though the Rapid Treatment Center opened in 
1944, it was at least a year and a half before any 
appreciable number of infected individuals were 
referred there. 


Because diagnostic facilities were more available 
at the Rapid Treatment Center than at the physi- 
cian’s office, or at the clinic, stage diagnosis was 
more accurate at the Center. As a result, 61.8 per 
cent of the primaries, 57.4 per cent of the sec- 
ondaries, 55.9 per cent of the early latents, 69.6 
per cent of the cardiovascular syphilis and 52.7 per 
cent of the congenital syphilis were diagnosed at 
the Rapid Treatment Center. But for late latent 
syphilis and unknown stage, the Rapid Treatment 
Center was responsible for 20.5 and 36.9 per cent 
respectively. 

In an attempt to provide preliminary information 
on how effective mass blood testing has been in 
reducing the level of syphilis incidence and prev- 
alence in Alabama, repeat testing was begun before 
the entire state had been covered by the original 
survey. Data are available at the present time on 
the final results in nine counties for the two surveys. 

Table 5 presents the findings in these nine coun- 
ties for the first survey and Table 6 shows the 
second survey results cross-classified with the first 
survey findings. Age-color-sex characteristics have 
been avoided in order to simplify the study of the 
first survey effects. And such breakdown will not 


FIRST MASS SURVEY OF SYPHILIS IN NINE COUNTIES 
IN ALABAMA* 


Distribution by Stage of Disease, Known and Unknown 


Classification of Infections 


Previously 
Known to Unknown to 
Finding Health Dept. Health Dept. Total 
Not infected 105,9837 
Infected 771 5,340 6,111 
Primary 1 16 17 
1,719 1,921 
3,089 3,559 
Central nervous system —......... 6 58 64 
0 1 1 
Congenital fs 3 72 75 
176 247 


*These nine counties are the ones resurveyed. 
yIncludes 6,158 with “maximum benefit” from treatment. 


Table 5 
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be available until the entire state has been resur- 
veyed. Table 7 compares the prevalence and inci- 
dence rates for the original and resurvey groups. 
The index of incidence and prevalence conditions 
at the time of each survey is expressed as the ratio 
of the number of individuals infected for each 1,000 
persons tested. In the first survey 154 primaries 
and secondaries were found in the 112,094 persons 
tested, a rate of 1.4 per 1,000, whereas, in the second 
survey, 242 primaries and secondaries were dis- 
covered in the 106,093 persons tested, a rate of 
2.3 per 1,000. This increase of lesion syphilis in the 
second survey should not be interpreted as direct 
evidence of an increased attack rate. For out of the 
2,954 infected individuals found in the resurvey, 
2,285, or 77.4 per cent, were referred to the Rapid 
Treatment Center. This is almost two and a half 
times as many cases as were referred from the first 
survey to that institution where better diagnostic 
facilities allow earlier syphilis diagnosis. It is, there- 


Final Results by Stage of Infection of the Second MASS SURVEY 

of SYPHILIS in Nine Counties in ALABAMA Compared to the 

Results of the First MASS SURVEY on the Individual Tested in the 
Second Survey* 


Second Survey First Survey 
Tested Same County ae. 
Stage Unknown 2s 
33 
= 
~ ow as om 
Not infected . 103,139 71,684 3,115 196 2,384 25,310 
Infected 2,954 1,185 643 88 107 931 
Primary — 70 36 3 1 2 28 
Secondary —_. 172 85 18 3 9 57 
Early latent _. 1,855 760 406 56 63 570 
Late latent __.. 717 271 189 27 28 202 
eae 140 33 27 1 5 74 
Total 106,093 72,869 3,758 284 2,941 26,241 


*Average duration between surveys about 18 months. 


Table 6 


COMPARISON OF SYPHILIS PREVALENCE AND INCIDENCE 
RATES PER 1000 


First and Second Survey Groups for Lesion Syphilis 


Syphilis Late Syphilis 

Incidence Prevalence Prevalence 
First survey 1.4* 54.5 33.1 
Second survey total 33° 27.8 6.7 
Not infected first survey $.7° 16.2 3.7 
Infected first survey 171.1 50.2 
Not tested first survey... 5.2" 35.5 7.6 


*Relates to a period just prior to survey. 


Table 7 
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fore, assumed that more lesion syphilis should haye 
been found in the resurvey. 

In the first survey, 6,111 infected individuals 
were found out of 112,094 tested, a rate of 545 
per 1,000. In the second survey 2,954 infected 
persons were found out of 106,093 tested, a rate of 
27.8 per 1,000. This offers strong evidence in fayor 
of a 50 per cent reduction in syphilis prevalence 
due to the discovery and successful treatment of 
infections at the time of the first survey. 

New, untreated, or inadequately treated late syph- 
ilis was expected to decline sharply. The rate of 
33.1 per 1,000 tested for the first survey compared 
to 6.7 per 1,000 for the resurvey bears out expecta- 
tions. This represents an almost 80 per cent re- 
duction. 

Comparing two other groups in Table 7, those 
found negative in the first survey and those not 
tested in the first survey, some interesting data are 
revealed. Among the individuals found negative in 
the first survey came, on resurvey, an incidence rate 
of 1.7 and a prevalence rate of 16.2. But for those 
individuals tested only in the resurvey, the rates are 
higher with an incidence rate of 3.2 and a prevalence 
rate of 35.5. This latter prevalence rate is much 
lower than the first survey prevalence rate of 54.5 
for the state as a whole. 

In order to explain these peculiarities, the median 
age of the two groups was studied. Those negative 
in the first survey showed a median age of 32, while 
those not tested in the first survey showed a median 
age of 25. In a previous paper? it was shown that 
65 per cent of the primaries and secondaries and 
58 per cent of early latents occurred in the age 
group 25 and under. 

In the group infected at the time of the first 
survey, the prevalence rate was 171.1 per 1,000. 
By definition this group had a prevalence rate of 
1,000 per 1,000 on the first survey. The reasons for 
failure to decrease this to zero are probably re- 
infections in some, incomplete treatment in others 
and unsuccessful treatment in the rest. 

From Table 6 some idea can be gained of the 
attack rate among those individuals not found in- 
fected on the first survey. Among the 72,869 such 
cases included in the resurvey, 1,185 were found 
infected after an average interim period of 18 
months. This indicates an annual attack rate of 
10.8 per 1,000 plus the interim infections which 
were “cured” per 1,000 of this group. 

There are two intangibles, syphilis deaths and 
syphilis psychoses, that offer a trend that may have 
resulted from mass blood testing. Comparing syph- 
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lis deaths, for the periods 1940-1943, before first 
survey testing, and 1947-1948, after first survey 
testing, reveals a 63 per cent per annum decrease 
in the survey age group 14-50, while the older 
group, over 50, showed a 30 per cent decrease. The 
difference is statistically significant. 


A similar test for mental hospital admissions for 
syphilis psychoses shows a slightly greater decrease 
for the survey age group than the older group. 
But the difference could be attributed to chance. 
Failure to demonstrate survey accomplishment in 
syphilis psychoses may be due to the lag between 
onset and hospital admission. 


SUMMARY 


(1) Among 1,468,192 individuals reporting for 
a test, 1,430,746 were in the law required age group 
14-50. This represents 79.82 per cent of the esti- 
mated population 14-50. 


(2) There were 1,450,513 persons tested for 
syphilis and 94,636, or 6.5 per cent were diagnosed 
as having or having had syphilis. 

(3) White males had the lowest rate of 1.17 per 
cent; white females came next with 1.32 per cent. 
Negro males had a rate of 15.14 per cent and Negro 
females 18.78 per cent. The comparison of the total 
white rate of 1.25 per cent to the total Negro rate 
of 17.14 per cent indicates a Negro rate 14 times 
that of the white rate. 


(4) An original and resurvey was carried on in 
nine counties. In the first survey 112,094 persons 
were tested, with 6,111 individuals found infected. 
In the resurvey 106,093 persons were tested and 
2,954 infections were found. . 


(5) In the first survey 154 primaries and sec- 
ondaries were found, a rate of 1.4 per 1,000. The 
resurvey revealed 242 primaries and secondaries, a 
rate of 2.3 per 1,000. 


(6) There is strong evidence that a 50 per cent 
reduction in syphilis prevalence was due to the dis- 
covery and successful treatment of infections at the 
time of the first survey. There is also shown an 80 
per cent reduction in late syphilis. 


(7) Syphilis deaths were compared for periods 
1940-1943, before first survey testing and 1947- 
1948 after survey testing. A 63 per cent per annum 
decrease in survey age group 14-50 is reported, while 
in those over 50, only a 30 per cent decrease is 
shown. 
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DISCUSSION (Abstract) 


Dr. S. Ross Taggart, Washington, D. C—The early con- 
trol of syphilis as an infectious disease and as a disease of 
considerable morbidity and mortality can be attained by 
only two methods. One is by the method which Dr. Smith 
has discussed: mass diagnostic blood testing and treatment 
of individuals found infected. The other method of early 
control is, by intuitive reasoning, mass treatment of the 
total population. To my knowledge the last method has not 
been employed except to a limited extent. We have been, 
since the first of October, administering penicillin to all 
clinic admissions at the time of their initial visits. 


This year the United States Public Health Service, in 
cooperation with a local agency, has, I understand, treated 
a total population of several thousand in an isolated com- 
munity. No report of this experiment has as yet been 
published. Ours is only a minimal effort which will in- 
volve some 15,000 of a population of some 800,000. 


No patient resistance to the administration of penicillin 
has been encountered in our clinics or in the other experi- 
ment. All, so far, have readily accepted the treatment. 
This leads me to feel that individuals, rather universally, 
would be willing to accept mass treatment. 


To apply mass treatment a therapeutic agent which can 
be administered in one dose is necessary. The one big 
question would be: Is such an agent now available? Our 
experience with procaine penicillin in aluminum mono- 
stearate would indicate that it is. 

In our experience, it has been noted that, following 
1,200,000 units of micronized penicillin given in one depot, 
90 per cent of patients had measurable blood levels of 0.03 
units penicillin per cc. of serum for 4 days. Increased doses 
given in one or two depots gave measurable levels in an 
increasing percentage of subjects. 


The average concentrations tend to be maintained for 
nearly the same length of time. 


After patients with primary and secondary syphilis are 
treated with one dose of from 1,200,000 to 3,000,000 units 
procaine penicillin in aluminum monostearate, no apparent 
difference in results was noted from different dosage levels. 
At six months only 2 patients have been retreated, one for 
obvious reinfection and one for clinical relapse. 

If the experience of other workers and longer follow-up 
of patients treated by this method confirm these results, 
then the tool for mass treatment is available. 


Judging from our experience in the difficulty of bringing — 


diagnosed cases to treatment, Dr. Smith must have had 
considerable administrative difficulty in bringing many of 
his patients to treatment, and no doubt some never were 
treated because they could not be located. His subsequent 
work would have been very much lessened had he been 
able to give treatment at the time of blood letting. In 
addition, early infections whose serum tests were negative 
would have been treated. 

Application of mass treatment to a select group might be 
warranted by the prevalence rates found, of 1.25 per cent 
white and 17.14 per cent colored. Experience further indi- 
cates that 90 per cent of new infections occur in the 15 
to 35 year age group. This would allow further selectivity 
if control of infectious syphilis were the main aim. 

A final question might be asked: Is it within the bounds 
of sound medical practice to administer mass penicillin 
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treatment alone and forego serologic testing? This might 
be considered a radical thought but serologic testing is at 
best not entirely satisfactory. False positive reactions, nega- 
tive serologic tests during the incubation stage of syphilis 
and the difficulty of bringing diagnosed cases to treatment 
complicate the application. 


The use of D.D.T. and atabrine in World War II might 
be cited as two examples, in which wars therapeutic and 
prophylactic measures have been eminently successful. I 
feel that a year’s use of penicillin on a national or state 
scale, with or without blood testing, would be equally 
successful in eradicating syphilis. 


Dr. Smith (closing)—In Alabama we are treating the 
contacts of primary and secondary syphilis with 1.2 million 
units of penicillin. We have a very active senator, Senator 
Bruce Henderson, who proposed the mass blood testing and 
mass chest x-ray law. 


RECENT ADVANCES IN ANTIBIOTIC 
THERAPY WITH SPECIAL REFERENCE 
TO AUREOMYCIN AND 
CHLORAMPHENICOL* 


By Harry F. Dow M.D. 
and 
Mark H. Lepper, M.D. 
Washington, D. C. 


Progress in treating people with antibiotics has 
advanced along such a wide front during the past 
year that it is possible in the short time available 
to discuss only those areas where the progress has 
been most rapid. For this reason, my remarks will 
be confined to aureomycin and chloramphenicol 
therapy. The effectiveness of aureomycin and 
chloramphenicol in various infections is summarized 
in Table 1. Each antibiotic is designated by the first 
letter of its name. “St” stands for streptomycin and 
“Su” for sulfonamides. A question mark indicates 
that the antibiotic has been used either in experi- 
mental investigations or in human infections but 
that the results are not as yet conclusive. 


RICKETTSIAL AND VIRAL INFECTIONS 


One year ago preliminary announcements! had 
been made on the efficacy of aureomycin in Rocky 
Mountain spotted fever. Since then, considerable 
evidence’ has accumulated which shows that aure- 
omycin shortens the course of, and produces re- 


*Read in Section on Medicine, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
new of Northern Kentucky, held in Cincinnati, November 14-17, 


*From the George Washington Medical Division, Gallinger Municipal 


Hospital and the Department of Medicine, George Washington 
University. 


March 1959 


covery in, all but the exceptional case of 
Mountain spotted fever and that it is far superior 
to any therapeutic agent previously tried. The same 
good results have been observed in Q Fever 
typhus?* and scrub typhus.’ During the same 
period, similar results have been reported with 
chloramphenicol in Rocky Mountain spotted fevers 
typhus,’ and scrub typhus.’ At present, either drug 
can be recommended in the rickettsial diseases, 

Among the viral infections, lymphogranuloma 
venereum has responded dramatically to aureomy- 
cin.? Although this is especially true of the acute 
phase, patients with long-standing infections with 
rectal strictures sometimes show remarkable im. 
provement. This response does not depend solely 
upon the control of secondary infections since the 
virus has been shown to disappear from the tissues 
of treated patients.%° Good results have also been 
observed in granuloma inguinale.% 


Brainerd’ and his associates reported the success- 
ful treatment of three patients with psittacosis, 
This observation confirmed previous experimental 
studies. 


The first reports!° of the effectiveness of aureomy- 
cin in primary atypical pneumonia were greeted 
with skepticism,!! and justly so, since this is a 
variable disease and the great majority of the pa- 
tients are not severely ill. The continued accumula- 
tion of a number of successfully treated cases!* and 
especially a carefully controlled series by Meikle 
john and his associates!’ make it evident that 
aureomycin does exert a beneficial effect in some, 
and apparently in most, cases of primary atypical 
pneumonia, so that its employment is advisable in 
all patients with this disease. 

Aureomycin has been used in measles, infectious 
mononucleosis, and herpes zoster with promising, 
although inconclusive, results. Further trial in 
these diseases is justified. 


BACILLARY INFECTIONS 


Aureomycin was tried in typhoid fever soon after 
it became clinically available.'* While this anti- 
biotic sometimes shortens the course of the disease, 
its effectiveness falls short of that of chlorampheni- 
col.!5 The latter drug produces defervescence in 
three to five days and disappearance of typhoid 
bacilli from the blood. Chloramphenicol is indis 
putably the drug of choice in typhoid fever. In 
Salmonella and Shigella infections, the usefulness 
of these newer antibiotics is open to question and 
the most that one can say is that they may be given 
a trial. 
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When aureomycin first became available, it was 
hoped that it might be the long-sought answer to 
the problem of recalcitrant urinary infections. This 
has not proved to be the case.'© While the results 
in E. coli and A. aerogenes infections were often 
good, relapses frequently occurred, accompanied by 
reappearance of the initial organism or by the pres- 
ence of Proteus. When Proteus or Pseudomonas 
aeruginosa were present in the urine, improvement 
usually did not occur, or if it did, it was usually 
followed by relapse. Chloramphenicol has not re- 
ceived extensive trial in urinary infections, although 
preliminary studies!’ as well as our own experience, 
indicate that its effect resembles that of aureomycin. 
At the present time we believe that the patient who 
is discovered by the physician in his office to have 
pyuria should be given one of the older drugs, such 
as sulfadiazine or mandelic acid. In many cases 
these will suffice to cure the infection. If they are 


ANTIBIOTIC OF CHOICE IN VARIOUS INFECTIOUS DISEASES 
Rickettsial and Viral Diseases 


First Choice Second Choice 
Rocky Mountain spotted fever... AorC 
Typhus fever AorC 
Q fever A = 
Scrub typhus Cor ?A 
Lymphogranuloma venereum — Aor ?C 
Psittacosis -A 
Primary atypical pneumonia —_......A or ?C 
Measles A? 
Infectious mononucleosis 
Herpes zoster. A? ens 
Bacillary Diseases 
Typhoid fever A 
Salmonella infections ?A or ?C 
Shigella infections ?Aor?C — 
Coli, aerogenes and related urinary 
infections Su A, C, or St 
Brucellosis AorC 
Tularemia Aor St 
Pertussis A St 
Klebsiella (Friedlander) infections... A or St Su 
Coccal Diseases 
Pneumococcic infections _.. ns OF A Su 
Beta hemolytic streptococcic infec- 
tions _ PorA Su 
Staphylococcic infections P 


Alpha and 


d gamma streptococcic 
Gonococcic infections _.. P AorC 
Meningococcic infections _.____ Su and P A? 


A—Aureomycin 
C—Chloramphenicol 
P—Penicillin 


St—Streptomycin 
Su—Sulfonamides 
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not successful, treatment should be stopped, the 
urine cultured, and the sensitivity of the organism 
determined against streptomycin, aureomycin, and 
chloramphenicol. At the same time, a search should 
be made for urinary tract obstruction or calculi. 
Then the antibiotic should be used which shows the 
most promise in in vitro tests and at the same time 
any pathologic changes in the urinary tract that are 
present should be corrected. It is important to note 
that the major advantage of the newer agents over 
streptomycin is that bacteria are less likely to be- 
come resistant. Consequently, long-continued in- 
hibition of infection can be obtained even when 
intractable abnormalities of the urinary tract are 
present. Likewise, relapses in such patients are more 
successfully treated. 

One of the most satisfactory pages in the story 
of these two antibiotics is that dealing with brucel- 
losis. Extensive studies on acute brucellosis by 
Spink,!® Bryer,!9 Woodward,?° and Knight’* have 
demonstrated that prompt improvement occurs with 
either aureomycin or chloramphenicol. In cases 
where the disease relapses, another course of the 
same drug will again suppress the infection. 


From clinical?! and laboratory? investigations to 
date, it is evident that aureomycin is as effective in 
tularemia as streptomycin and probably more effec- 
tive. The first report of the use of aureomycin in 
20 cases of pertussis?* is also favorable. 

Klebsiella (Friedlander bacillus) infections usu- 
ally occur in patients whose resistance is lowered 
from other causes, so that evaluation of a thera- 
peutic agent is difficult. Three patients with 
Klebsiella pneumonia treated by us apparently re- 
covered as promptly as similar patients treated with 
streptomycin. Until further evidence is available, 
either aureomycin or streptomycin may be used in 
these infections. 


COCCAL INFECTIONS 


When aureomycin and chloramphenicol were first 
produced, the attention of investigators was directed 
especially toward the rickettsial and bacillary in- 
fections because it was in these fields that the anti- 
biotics previously developed had been less satis- 
factory. It now appears that aureomycin and per- 
haps chloramphenicol may turn out to be just as 
valuable in the infections caused by cocci. Finland?* 
first reported successful results in four patients with 
pneumococcic pneumonia. We?> have used aure- 
omycin in the treatment of 131 patients with typed 
pneumococcic pneumonia. Only two patients (1.5 
per cent) died, compared with thirty-six (or 5.2 
per cent) deaths observed by us among 686 patients 
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treated in previous years with penicillin. Table 2 
shows that death occurred only in patients above 
fifty years of age and that even here the fatality 
rate (6.3 per cent) was lower than among the 
penicillin-treated patients over fifty years of age 
(15.1 per cent). These findings suggest that aure- 
omycin is at least as good as penicillin in pneu- 
mococcic pneumonia. If this is true, aureomycin 
possesses several advantages: it can be given by 
mouth in nearly all patients; it can be used in pa- 
tients who are hypersensitive to penicillin, and it is 
effective in other kinds of pneumonia, such as 
Friedlander’s pneumonia and primary atypical pneu- 
monia, which may not always be distinguishable 
from pneumococcic pneumonia. A few patients with 
pneumococcic meningitis have also been treated 
successfully with aureomycin.?° 


Olshaker and his co-workers?’ stated that chlor- 
amphenicol was effective in the treatment of bac- 
terial pneumonia in a small group of children treated 
by them, although they did not give any details. 

Beta hemolytic streptococci are susceptible to 
aureomycin in vitro. We have treated seventeen 
patients with scarlet fever and one patient with beta 
hemolytic streptococcus bacteremia, all with ex- 
cellent results. 


Although many staphylococcic infections are quite 
responsive to penicillin, the number of penicillin- 
resistant staphylococci is apparently increasing. It 
is not surprising, therefore, that several investiga- 
tors?® have found that some staphylococcic infec- 
tions respond to aureomycin after penicillin treat- 
ment has failed. 

In bacterial endocarditis caused by alpha and 
gamma streptococci, aureomycin?? and chloram- 
phenicol®° are sometimes successful when penicillin 
and streptomycin are not. Since the reverse may 
also be true, the best procedure in handling any 


RESULTS OF TREATMENT OF PNEUMOCOCCIC PNEUMONIA 
WITH PENICILLIN AND AUREOMYCIN 


Age Group Patients Treated With 

(Years) Penicillin Aureomycin 
No. Per Cent No. Per Cent 
of Pts. Died Died of Pts. Died Died 
195 2 1.0 32 0 
11 3.6 67 0 
nee, 23 15.1 32 2 6.3 
All Patients _____.686 36 5.2 131 2 1.5 

Table 2 
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case of endocarditis is to culture the etiologic Organ- 
ism, determine its sensitivity to all of the foy 
antibiotics mentioned, and treat the patient with 
the most suitable agent. 


Although gonococcic urethritis has been success. 
fully treated with aureomycin*! and chlorampheni- 
col,3? the excellent results obtained in extensive 
trials with penicillin make it still the drug of choice. 

Finland?* used aureomycin successfully in a case 
of meningococcemia. As far as we know, no patients 
with meningococcic meningitis have been treated 
with either drug. 

Aureomycin has been found to give good results 
in syphilis** and amebiasis,** but its eventual place 
in the treatment of these diseases must await fur- 
ther clinical trial. 


DOSAGE 


The dosages of both antibiotics have been deter- 
mined empirically. The dose of aureomycin com- 
monly employed, 500 mg. every six hours by mouth 
for adults and comparable amounts on a weight 
basis for children, is probably more than is needed 
for many cases of Rocky Mountain spotted fever, 
primary atypical pneumonia, and the coccal infec- 
tions. On the other hand, Spink!® recommended 4 
to 6 gm. a day for two weeks in the treatment of 
brucellosis and Knight and his associates’ found 
that at least 50 mg. per Kg. per day was needed in 
typhus. 

It has been the custom to use large initial oral 
doses of 50 mg. per Kg. of chloramphenicol, fol- 
lowed by 250 mg. every three hours. These high 
doses are apparently needed in typhus, brucellosis, 
and typhoid fever. In typhus, the drug can be 
stopped in 48 hours if the temperature has fallen, 
but in typhoid fever, chloramphenicol should be 
given for about two weeks. In other infections, it is 
possible that smaller doses can be used. 


Aureomycin can be given intravenously when 
oral administration is not practicable or when higher 
concentrations are desired than can be obtained with 
the oral route alone. The usual doses are 500 mg. 
every six hours, although as much as 1.0 gm. may 
be given at one time if needed. 


SUMMARY 


An attempt has been made to catalogue the rapid 
advance of therapy with aureomycin and chloram- 
phenicol in rickettsial, viral, and bacterial infections 
and to indicate the drug of choice in each instance 
as determined by the evidence available at this 
moment. 
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DISCUSSION (Abstract) 


Dr. George T. Harrell, Winston-Salem, N. C—The new 
antibiotics now open up to us the possibility of the treat- 
ment of all infectious diseases by chemotherapy. The dra- 
matic effectiveness of aureomycin in the treatment of 
lymphogranuloma, one ‘of the largest of the viruses, is evi- 
dence that this group of etiologic agents can be attacked. 
Even though no drug has yet been discovered which is 
equally effective in the diseases due to the smaller viruses, 
the low toxicity of aureomycin would warrant its trial in 
a very severe infection due to a small virus, such as measles, 
or when a complication, such as encephalitis, develops. 
Isolated instances of rapid improvement have been observed 
in such instances, but the drugs are probably of little value 
in treatment of the average case of measles, influenza and 
the like. 

The effect of both aureomycin and chloramphenicol on 
the rickettsial diseases, as well as on the viruses, indicates 
that these agents penetrate cells and attack pathogenic 
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micro-organisms which live intracellularly. Many chronic 
bacterial infections which have proven difficult to treat 
have an intracellular phase. The response to chemotherapy 
of cases of acute brucellosis indicates that the brucella 
organism in the extracellular phase is at least moderately 
susceptible to many agents, but no drugs have been as 
effective in controlling the acute symptoms as aureomycin 
and chloramphenicol. It is likely that the treatment of the 
chronic stage, where many organisms are intracellular, will 
require higher doses and longer courses of administration 
than are necessary for treatment of the acute stage of the 
disease. 

The suggestive evidence that the new antibiotics are 
effective in amebiasis and in atypical pneumonia may be 
due not only to their action on the primary protozoan or 
viral etiologic agent, but may be due to the control of 
secondary bacterial invaders. Where secondary infection is 
suspected, the drug with the widest chemotherapeutic spec- 
trum should be used. Aureomycin seems to be the drug 
which at present more nearly fills this need. 


The effectiveness of aureomycin in treating gram-positive 
coccal infections is well shown by Dr. Dowling’s experience 
with pneumococcus pneumonia. Dr. Manson Meads in our 
clinic has studied the activity of the drug against staphy- 
lococci and streptococci im vitro and in vivo with serial 
cultures to detect alterations in the pharyngeal flora. This 
technic may be useful in assaying the clinical potentialities 
of new antibiotics, especially the tendency to produce drug- 
fast strains. The effectiveness of chloramphenicol in gram- 
negative bacillary urinary tract infections is being discussed 
this afternoon by Dr. Fred Garvey of our clinic in the 
Section on Urology. Chloramphenicol was particularly 
effective in the coli-aerogenes group of organisms. Drug 
fastness was found to develop to the antibiotic, but to a 
lesser degree than with streptomycin. The most important 
use of these antibiotics in a bacterial infection may be in 
the treatment of pertussis in infants and small children. 
Those of us who see chiefly adult patients often forget 
what a serious disease whooping cough is in children, even 
in those who may have been immunized with a vaccine. 


The oral route of administration, as Dr. Dowling has 
pointed out, is a tremendous convenience for the family 
physician. Cases can be treated in the home where frequent 
regular injections might be difficult to give. The high con- 
centration of the antibiotic in the lumen of the intestine as 
well as in the blood vessels just under the mucosa probably 
explains the effectiveness of these drugs in intestinal infec- 
tions. They may be found to be superior to the poorly 
absorbed sulfonamides in preparation of the bowel for 
major surgery. We have observed glossitis occurring after 
the use of these antibiotics by the oral route. We believe 
this sign is a manifestation of a multiple vitamin deficiency 
produced by eradication of bacteria which have been syn- 
thesizing vitamins of the B complex in the bowel. In our 
experience the tongue has quickly responded to intra- 
muscular injections of whole B complex even though the 
administration of the antibiotic is continued. It is worth 
calling to mind again that alkali rapidly destroys aureomy- 
cin; no alkali should be given for several hours after a 
dose of the drug is administered orally. 

Certain drawbacks in the use of the new antibiotics are 
becoming apparent. If the drugs are withdrawn too soon, 
relapses of the infection will occur. When they are used 
suppressively, as in the case of chloramphenicol in scrub 
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typhus, withdrawal of the small dose may be followed after 
a considerable interval by an atypical course of the disease 
We have observed in our clinic dizziness occurring in am. 
bulatory patients with urinary tract infections treateg With 
chloramphenicol; this symptom appears to be due toa 
hypotensive effect of the drug since it does not appear in 
patients who remain in bed throughout its administration, 
Thromboses have occurred in veins following the intravenoys 
use of aureomycin; we do not yet know whether the 
thrombosis results from an inherent characteristic of th 
drug or whether it is due to some impurity, as was the cay 
with the early lots of penicillin. Further purification of the 
product may result in disappearance of this complication 
Drug fastness occurs in organisms which have been exposed 
to the new antibiotics. Bacterial resistance is more likely 
to follow repeated administration of the drugs in short 
courses for treatment of relatively minor symptoms, 

If the expected response to the administration of the new 
antibiotics is not promptly obtained, consideration should 
be given to combined therapy with more than one agent. 
If massive doses of a drug must be given, the safest one to 
use is still penicillin. We have recently seen in our dinic 
a case of subacute bacterial endocarditis due to an entero. 
coccus which was fast to sulfadiazine, penicillin and strep. 
tomycin when the patient was first seen. The in vitro tests 
indicated that the organism was susceptible to aureomycin 
in a concentration which could be readily attained in the 
blood. Both oral and intravenous aureomycin temporarily 
cleared the blood, but the infection relapsed. The admin- 
istration of massive doses of penicillin, 12 to 15 million 
units per day intramuscularly for eight weeks, appears to 
have eradicated the infection. This case illustrates that drug 
fastness is a relative phenomenon. 


The reported use of aureomycin in meningococcus infec- 
tions is of interest. Aureomycin does pass the meningeal 
barrier. As we hinted in our paper before this section last 
year, we have treated in our clinic a case of tuberculous 
meningitis with a massive infection in which organisms 
could be readily stained directly from the spinal fluid. Oral 
administration of the drug resulted in complete suppression 
of the organism in the cerebral spinal fluid. The patient 
himself was not cured; he died suddenly, after apparent 
marked clinical improvement, and organisms were recovered 
from lymph nodes at autopsy. 


The many helpful points brought out by Dr. Dowling 
more clearly define the field of usefulness of these new 
extremely potent chemotherapeutic agents. Continued study 
of the present drugs and further search for new ones to 
in the gaps not yet stopped may result in still further ad- 
vances in the treatment of acute infections. 


Dr. Douglas H. Sprunt, Memphis, Tenn.—Dr. Dowling 
asked me this morning to summarize the work of Dr. 
McVay, Dr. Laird, and myself at the University of Ten- 
nessee, on the treatment of amebiasis with aureomyal. 
This report was presented yesterday in this room by Dr. 
McVay, and I will do no more at the present time than 
summarize briefly some of the high points. 


We have now treated 37 cases of amebiasis with aureomy- 
cin. Two were asymptomatic, and 2 (which appeals toa 
pathologist) had tissue invasion by Endamoeba histolytica 
as demonstrated by microscopic examination. One 
amebic appendicitis and the other a large amebic granuloma. 
The remaining cases had definite symptoms. 
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Fourteen of these patients were subjected to sigmoid- 
oscopy and many of them had lesions in the gut. Various 
dosages of aureomycin have been administered and at pres- 
ent we are giving 500 mg. after each meal and at bedtime 
for 7 days, making a total of 14 grams. 


In our series, there have been 4 cases in which Endamoeba 
histolytica has recurred in the stools. Two of these we 
believe have been reinfections and 2 are perhaps recurrences. 
It is, as you know, very difficult to determine whether the 
reappearance of the ameba in the stools is a reinfection or 
a survival of the organism in the intestinal tract. We have 
tried in every instance to treat all the infected members of 
a family, for otherwise a patient may return home and 
become reinfected. We have had no complications with the 
treatment except the mild nausea with which we are all 
familiar. This we have been able to control in the majority 
of instances with small doses of pyridoxine. 


I would sum up by concluding that aureomycin is an 
effective drug to use in the treatment of amebiasis. 


Dr. Dowling (closing)—Dr. Harrell mentioned the use 
of antibiotics in measles encephalitis. In making a sweeping 
statement regarding the other viral diseases, I did not mean 
to condemn their use altogether. I meant to say that we 
have no definite evidence that aureomycin and chloram- 
phenicol are of value in these infections. I see no reason 
why they could not be used in a severe case, if the clinician 
bears in mind that he cannot prove anything with that 
case, but that he must await studies in a large number of 
patients to prove whether the drug is of value. 


We have noticed, as has Dr. Harrell, that in measles there 
has been no effect, except in the case of a severely ill 
patient with measles-pneumonia, who did seem to respond 
dramatically. In mumps, we found no effect in the usual 
case, but two patients with mumps-encephalitis responded 
dramatically. I said, a larger number of patients will be 
needed to prove anything. 


We, too, have observed glossitis with chloramphenicol, 
and we have used nicotinic acid with success, so that it is 
probably that factor of the vitamin B complex which is 
deficient. 


Dr. Harrell said that he felt that the safest drug was 
still penicillin, but from the context of his remarks I 
gathered he meant safest in therapeutic usefulness. So far 
as the safety of these new drugs is concerned, it appears that 
there is less sensitivity to them than there is to penicillin, 
and, so far as toxic results are concerned, they are the 
safest at the present time; but I agree with him that if one 
has not had time to complete bacteriologic studies, the 
best drug to use in most instances is penicillin. 


Dr. Sprunt brought out the factor of dosage in amebiasis, 
and mentioned that he gave the drug after each meal. 
It is interesting to contrast the absorption of aureomycin, 
which has not been worked out thoroughly as yet, with the 
absorption of penicillin. If you give a meal, as you know, 
you get no absorption of penicillin. If you give a meal 
and give aureomycin, you get absorption not so much as on 
a fasting stomach, but approximately 50 per cent as much. 
In view of the fact that the absorption is cut down by 
a meal, I feel that aureomycin should be given about half- 
way between meals, if possible. 
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PREVENTION AND TREATMENT OF 
SEVERE PENICILLIN AND OTHER 
DRUG REACTIONS* 


By J. W. H. Rouse, M.D. 
San Antonio, Texas 


There are numerous reports in the literature de- 
scribing generalized skin reactions to various drugs, 
but few of these reports describe a satisfactory treat- 
ment for severe forms of such conditions. Further- 
more, there has been little stress placed on the pre- 
vention of these skin reactions. In this paper, 
therefore, we shall emphasize the prevention and 
the treatment of severe, acute, and chronic allergic 
drug reactions, principally those due to penicillin. 


MECHANISM OF DRUG ALLERGY 


It is generally conceded that a drug or a chemical 
substance may not in itself be capable of stimulating 
antibody formation, but repeated contact under cer- 
tain conditions leads to the formation of a new 
antigen combination of the drug and some body 
protein. This combination, termed a hapten, ex- 
plains how an individual may become hypersensi- 
tive to a drug or to other chemically related sub- 
stances containing its specific atom group. 

What are those certain conditions under which 
this new antigen is formed and how may they be 
controlled? If this antigen follows a pattern similar 
to other antigen formations (and there is no evi- 
dence to prove to the contrary) then there must be 
an initial exposure either by contact or by ingestion 
of the drug.t It is thought that this initial sensi- 
tizing period is from eight to ten days and that a 
peak in antibody formation is reached in approxi- 
mately sixteen days. A gradual decrease in anti- 
bodies over a period extending from the thirty-fifth 
to the fortieth day then takes place. If the drug 
is now given, there is a much shorter incubation 
period, usually from two to three days, and the 
antibody peak is reached in from six to seven days. 
Following this second exposure there will be a much 
more rapid loss of antibodies from the body. There- 
fore, we believe that the amount of drug available 
for absorption, and the rapidity with which it is 
absorbed after the initial sensitizing period, are of 


*Read in Section on Allergy, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
Society of Northern Kentucky, held in Cincinnati, November 14-17, 
1949, 


+Ratner, Bret: Allergy Anaphylaxis and Immunotherapy. Balti- 
more, Maryland: The Williams and Wilkins Company, 1943. 
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the greatest importance. There is evidence at hand 
that excess of an antigen in the blood stream or 
in fixed tissue cells, will definitely lessen antigen 
antibody reactivity. The explanation for this is, 
that excess foreign hapten in the circulation neu- 
tralizes newly formed antibodies as fast as they are 
formed, or it may prevent the union of antigen and 
cellular antibodies. On the other hand, there may 
be so little absorption of foreign hapten that it is 
immediately neutralized by circulating antibodies, 
and no reaction occurs. We must not overlook the 
fact that some individuals will not produce anti- 
bodies. In such instances, antigen-antibody re- 
sponses cannot develop. In the study of our series 
of cases it was found that all gave a history of 
previous allergic manifestations. All had had the 
initial sensitizing period and, in cases of penicillin 
reactions, all had had some form of slow absorbing 
penicillin. Therefore, we believe that a great many 
reactions can be prevented by careful history taking 
to determine, when the individual in question has 
taken any form of the suspected drug, how and in 
what form this drug was used, and whether the 
individual has had any form of allergy during his 
lifetime. From this information we should be able 
to determine whether the individual is likely to be 
sensitive to the drug in question. If it is so deter- 
mined, our next consideration is whether the ad- 
ministration of the drug is necessary. Could some 
other drug be substituted? If administration of the 
drug (especially penicillin) is necessary, it should 
be given in a form that the body can absorb easily 
and quickly in adequate amounts. Skin testing may 
be inconclusive, unreliable, even dangerous under 
certain conditions. 


TREATMENT 


In considering treatment of our cases we have 
divided them into two groups: (1) those whose 
reactions are principally a maculopapular erythem- 
atous rash, which may or may not be generalized, 
with extreme itching, in which the pruritis is con- 
trolled by antihistamine drugs. Usually, the erup- 
tion is altered very little by treatment and will run 
a self-limiting course. (2) Those whose reactions 
are principally that of urticaria and are controlled 
by adequate doses of the proper antihistamine drug 
or drug combinations. In considering the general 
care of both of the above groups, we find that one 
of the most frequent points overlooked with regard 
to the allergic individual is that of diet. These in- 
dividuals have an altered excretion by way of the 
skin. There is also an abnormal absorption and 
elimination by way of the intestinal tract due to 
changes in the permeability of the cell membranes 
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as a result of edema in and about those membranes 
If not already sensitive to a food, what is to pte. 
vent them from becoming sensitized by absorption 
through an intestinal membrane that has lost jts 
power of selectivity to protein combinations nor. 
mally held back? “Benadryl” may reduce free and 
total acids if its use is prolonged. We arbit 
place these individuals on a diet consisting only of 
cooked vegetables, melba toast, stewed or canned 
fruits, beef, chicken, and lamb. We stress vari . 
small servings and as little repetition of foods as 
possible. An attempt is made to eliminate from the 
individual’s environment all contact atopens to 
which he could be sensitive, such as cosmetics, wool 
blankets, wool clothing which is worn next to the 
skin, and drugs other than those specifically pre- 
scribed. The house dust factor is considered most 
important, and in all cases allergen-proof encasings 
are placed on all pillows and mattresses in the in- 
dividual’s immediate environment. 

Specific medication consists principally in the 
relief of presenting symptoms. Itching, which is 
usually severe and continuous, generally can be 
controlled by large doses of “benadryl” (100 mg. 
every four hours). This drug has been the anti- 
histamine of choice, not only because of its anti- 
histamine effect, but also because of a desirable 
hyoscine effect. There is less tendency toward irrita- 
tion of the skin by rubbing or scratching. The pa- 
tient is usually more relaxed and less sedative medi- 
cation is necessary. Frequently, however, the patient 
becomes tolerant to the drug, making necessary the 
substitution of other antihistamines. If, after four 
or five days, the patient’s symptoms become more 
severe or show very little improvement, “pyriben- 
zamine” (50 mg.) plus “benadryl” (50 mg.) are 
prescribed at four-hour intervals. Local application 
of medications, except in the presence of infection, 
is discouraged as far as possible in order to avoid 
all irritations of the skin by rubbing. There is also 
a possibility of the individual’s being sensitive to 
one or more ingredients of such medications. 

The problem of sedation is one of major impor- 
tance. In general, opiates are contraindicated since 
allergic individuals in this state of reactivity may 
easily develop a sensitivity to these drugs, if it has 
not previously been developed. Barbiturates have 
been discontinued as we have found in severe cases 
that in spite of large doses of antihistamines enough 
pruritis is present to act as an antidote to this group 
of drugs. Therefore, doses which should be ade- 
quate simply produce a stupor which allows the 
individual to irritate his skin by scratching or rub- 
bing. We have found no ideal sedative, but chloral 
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ROUSE: DRUG REACTIONS 


hydrate (grains 20 to 30 p.r.n.) will give the most 
relaxation with the least side effect. 

We have seen cases, such as those involving sur- 
gery of the stomach and bowel, in which it was not 
possible to give medication orally. In these in- 
stances “benadryl” has been given intravenously in 
doses of from 20 to 50 mg. every 2 to 5 hours, 
depending upon the degree of relief obtained. Un- 
less contraindicated, epinephrine 1:1000 in small 
doses (0.25 cc. every 2 hours) has been added in 
the early phases of treatment for the relief of 
pruritis. Epinephrine in oil every 6 hours may be 
used as an adjunct to an antihistamine drug in the 
milder cases. We have discontinued the use of 
intravenous nicotinic acid because of this drug’s 
undesirable side effects, and because of its uni- 
formly poor results in chronic skin reactions. Intra- 
venous calcium is also of doubtful value. Demerol 
hydrochloride should be used guardedly because of 
the ease with which an individual may become 
sensitized through its use. Intravenous procaine or 
novocaine have not been used in our group of cases. 


SUMMARY 


We believe that generalized drug reactions are 
due to the administration of a slow absorbing prep- 
aration of a given drug to an individual who has 
previously been sensitized to that drug. A great 
majority, if not all of these reactions, can be pre- 
vented through adequate and accurate history taking 
to determine whether one is dealing with an allergic 
individual, and whether this individual is likely to 
have been sensitized at an earlier date. Promiscuous 
administration of drugs such as penicillin in minor 
ailments, when other drugs would suffice, should 
be avoided, and when given to an allergic patient 
the drug should be in a form that can be easily and 
adequately absorbed. 


Our suggested doses of “benadryl” may appear 
drastic, but they are not routine. They are reserved 
only for the comparatively small number of cases 
not yielding to ordinary doses. Such doses possibly 
would be of some risk in less ill cases where there 
exists a milder antigen-antibody reactivity to be 
neutralized. Cases should be started on smaller 
doses, but if control of symptoms is not adequate, 
the dose should be increased without hesitation. 
Individuals may develop tolerance to an anti- 
histamine drug, and require either an increase in 
dosage of that drug or a change to a second anti- 
a drug with a different chemical composi- 
Finally, we should not lose sight of the fact that 
an individual reacting allergically to a drug is in a 


state of physical unbalance, and numerous other 
atopens may enter the picture intensifying and pro- 
longing his symptoms. It is just as important to 
eliminate these atopens as it is to maintain proper 
and adequate medication. 


DISCUSSION (Abstract) 


Dr. I. S. Kahn, San Antonio, Tex—The usual diagnostic 
skin tests for foods here are often unreliable, either because 
the extreme cutaneous irritability results in too many false 
positive reactions, or because of the potential abolition of 
significant positive reactions through prolonged use of anti- 
histaminic drugs. For the latter reason passive transfer 
tests would be of little value. 

Neither method is commonly used by us in this type of 
case, neither ordinarily being found necessary. 

Where the usual skin tests are not feasible, the possibility 
of ingestion factors can be determined only by some form 
of elimination diet. Drug factors in our experience, of 
occasional importance, can of course easily be controlled 
by the complete omission of all drugs except the anti- 
histamines. 

Occasionally, a hint as to the foods involved can be 
gotten from the history or a study of the diet in use. 
When this is not possible, these cases can be placed on the 
diet mentioned by Dr. Rouse, a satisfactory basic tem- 
porary diet which eliminates many commonly known 
antigenic foods. 

Handling these cases of what are apparently pure pro- 
tracted penicillin reactions along this line of induced sec- 
ondary sensitizations has been a successful procedure in 
our office, the usual preceding antihistaminic therapy 
hitherto for weeks of no benefit now clearing the case in 
a few days. 

The following case is typical: 

J. W., age 33, was first seen April 23, 1949 with massive 
universal urticaria, erythema multiforme and marked 
angioneurotic edema of both hands. He gave a history of 
penicillin reception eleven and again ten weeks previously. 
The condition had existed for nine weeks during which 
time there had been two bouts of polyarthritis. He had 
spent about three quarters of this period in bed, able to 
work only one or two consecutive days. Daily uncommonly 
large doses of several antihistamines had given little or no 
relief. Intravenous nicotinic acid had also proven un- 
availing. 

A study of the diet of this individual on the initial visit 
revealed the ingestion of considerable orange juice taken 
for vitamin content. The omission of all citrus fruits re- 
sulted in the complete and permanent clearing of this severe 
obstinate case in only four days. 

We have had several cases due not to foods but to drugs. 
Among the deleterious drugs we have encountered have 
been morphia “demerol” and curiously enough one case was 
due to an aspirin-related drug. 

Of course the majority of penicillin reactions are due 
purely and solely to that particular antigen. But, in the 
refractory troublesome severe cases, if there is a dietary 
involvement, just consider for a moment what the hospital 
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soft diet often ordered for them ordinarily consists of: 
milk, cereals, fruit juices; certainly a very poor diet for an 
allergy case. 

We often find non-hospital cases on such a diet. 


The actual value of an added dietary regime in all acute 
penicillin reactions is impossible to gauge owing to the usual 
self-limited character of the reactions. We certainly have 
seen acute cases under massive antihistamine dosage with 
little or no improvement until the diet was instituted. 


The value of diet, however, can easily be demonstrated 
in the subacute or chronic reaction of weeks duration, 
where the self-limiting process has obviously failed. 


A few words should be said about the protracted peni- 
cillin urticaries which have persisted not for a few days but 
for several weeks. Here antihistamine underdosage is seldom 
a factor, and there always exists the probability of a totally 
unrelated secondary sensitization induced by the original 
penicillin sensitivity. 

Naturally the vast majority of such secondary sensitiza- 
tions fall into the ingestion group, as is true with all 
urticaria. 


Dr. George Piness, Los Angeles, Calif—It is very im- 
portant that one should differentiate between (1) drug 
idiosyncrasies, (2) fixed drugs eruption, (3) drug sensi- 
tivities, (4) and finally the type of reaction which follows 
the use of penicillin. Examples of each type are: (1) the 
eruption following the use of iodides or quinine; (2) from 
use of bismuth or arsenic; (3) urticaria that occurs from 
aspirin or sulfonamides; (4) the serum disease-like reaction 
with urticaria, myalgia, arthralgia, and temperature, which 
always has an incubation period which may vary from 
three to thirty or more days. 


Penicillin reactions due to sensitivity to the drug are 
rare. Peck claims that 3 to 5 per cent are sensitive. This 
figure we believe to be high. Reactions should be immediate. 
The reaction from penicillin that occurs most frequently 
is very similar to serum disease. There is a very definite 
period of incubation, an urticarial eruption which may be 
insidious or of sudden onset, followed by myalgia, arth- 
ralgia, temperature, and adenopathy. The method of ad- 
ministration of penicillin apparently is not a factor in causing 
these reactions. Some observers believe that oral and 
aerosol methods of administering the drug result in more 
reactions than parenteral injections. It has also been noted 
that patients with epidermatophytosis are more predisposed. 


Skin tests are rarely positive and when positive do not 
contraindicate the use of penicillin. 


The treatment of penicillin reactions is primarily pallia- 
tive: relief of pain, itching, and discomfort from urticaria 
and edema. Antihistamines are indicated; they should be 
given as long and as frequently as desired, in dosage that 
gives relief from symptoms. Use the antihistamine with 
which you are most familiar, and which gives the best 
results in your experience. 


Procaine therapy is indicated where myalgia and arthralgia 
are prominent. It does not influence the pruritus and 
urticaria. It is a safe drug. Wangensteen reported no 
untoward symptoms in his recent paper, and we have not 
observed a single side reaction from its use during the past 
three years. I would refer you to Dr. Wangensteen’s ex- 
cellent article published in the Journal of the American 
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Medical Association about three years ago for dosage and 
method of administration. 


Dietary control does not influence the course of Penicillin 
reactions. 

Someone mentioned that I am a great proponent {or 
ephedrine, and wishes to know why I do not recommend 


_its use in penicillin reactions. Our experience has indicated 


that it has very little if any beneficial effect in penicifin 
reactions. 

Serum disease-like reactions, which have occurred in the 
past, are no bar to its future use if the patient requires jt, 


I have never advocated the use of penicillin orally or by 
aerosol spray methods. We always administer the drug 
parenterally. 


Dr. S. William Simon, Dayton, Ohio—We have made a 
special study during the last six months of penicillin re. 
actions at the Veterans Administration Center, in Dayton, 
and I have to differ slightly with some of Dr. Piness’ figures 
What we have done is to have the resident who is taking 
care of each patient fill out a form when penicillin is aq. 
ministered to that patient and to put on that form whether 
or not there was any reaction to the penicillin. In that way, 
we get a good negative series and a good positive series, 


We have found in our control group on crystallin peni- 
cillin in aqueous solution that our percentage of reactions 
has run around six. That is with standard crystalline 
potassium penicillin G, the same type that I know all of 
you are using in your practice. 


I am not including procaine, aerosol or oral penicillin, and 
that percentage has worked out over a period of five 
months in 400 patients. 


If one studies a series of charts to see how many re- 
actions occurred as noted by the resident or the nurse or 
the intern, one gets an entirely different point of view. 
I think that our method is about as fool-proof as we can 
get at the present time. 


Every time a skin reaction is discovered, the allergist, 
which happens to be me, is notified and we examine those 
reactions and make a note of the amount of penicillin the 
patient has received, the type of rash that was produced, 
and decide whether this was or was not a penicillin 
reaction. Still the figures are over 6 per cent, and I assure 
you we have discarded a number of questionable reactions. 

As far as treatment is concerned, one thing has been 
seriously neglected in this discussion which I think is very 
important. We have had uniformly good results with the 
use of histamine intravenously in penicillin reactions. I say 
uniformly, and I mean just that. We use it in every cas 
where the patient does not respond to antihistamines and 
I agree very much with Dr. Rouse in sticking to one anti- 
histamine. We happen to have had our best success with 
“decapryn” but that is neither here nor there. 


We have tried them all, and in certain cases the others 
are betters. 

Histamine is given as follows: a milligram of histamine 
base, which is approximately 2.75 mg. of histamine diphos- 
phate (1 cc. of 1-1000 dilution) is put into a bottle of 250 
cc. of normal saline. We start this intravenously at about 
ten drops a minute, and if there is no reaction at the end 
of two or three minutes, we speed up the rate until a mild 
flush is produced. We maintain that mild flush while the 
rest of the solution is administered. : 
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This can be done in the office; it is not only a hospital 
procedure. We have found that one or two of these admin- 
istrations usually done on successive days, we have never 
given two on the same day, have taken care of every severe 
penicillin reaction we have encountered. 

I refer to both urticarial and erythemato-vesicular re- 
actions. 


Dr. Piness—I do not mean anaphylactic. 


Dr. Simon.—Peck was talking about the 5 per cent of 
reactions which develop in those who have not had penicillin 
previously. 

The erythemato-vesicular reactions or id-reactions which 
develop usually within 24 hours are anaphylactic in a 
sense. The urticarial or serum sickness-like type which 
develops in three to fifteen days is delayed anaphylaxis. So 
actually both types of skin reactions to penicillin are an- 
aphylactic. In Peck’s series of 130 patients who received 
penicillin, having had it before, 32 or over 24 per cent had 
cutaneous reactions. 


Dr. George E. Rockwell, Milford, Ohio.—It has been our 
experience in penicillin reactions that the antihistamines 
give but little satisfaction to either the patient or the 
doctor. I agree with the previous discussant that histamine 
given intravenously is the most effective treatment. Dr. 
Horton of Rochester introduced the method of giving 
histamine intravenously and about three years ago advocated 
its use in penicillin reactions. Dr. Homer Prince of Houston, 
Texas, has augmented these studies and improved the 
method of administration. 

Severe cases of penicillin reaction, when properly treated 
with histamine intravenously, in a few hours feel better, 
become relaxed, and go to sleep. In twenty-four to forty- 
eight hours most cases are well. 


Dr. Armand E. Cohen, Louisville, Ky—I should like to 
reiterate the statement of Dr. Piness, regarding the serum 
type of penicillin reaction. At present there is no specific 
treatment. 

Since my report in the Journal of Allergy regarding the 
treatment of such reactions with intravenous procaine, 
we have used the drug in a larger number of cases. 

It is now known that some of the possible side reactions 
of procaine may be controlled with the barbiturates. 

Literally hundreds of cases have now been reported by 
the anesthetists, also physicians treating rheumatoid condi- 
tions. This has helped to establish the value as well as the 
safety in the use of intravenous procaine. 

Again I agree with Dr. Piness that procaine does not 
control urticaria. It is of considerable help in the control 
of pain and arthralgia accompanying serum sickness and 
that is important. It does not seem to influence the 
laryngeal or other edemas accompanying the condition. 
Fortunately in these cases, which often are rather frighten- 
ing, intravenous aminophylline may be helpful. In my 
limited experience histamine therapy has been rather dis- 
appointing. 

While admittedly we have no specific therapy for these 
cases, epinephrine remains the sheet anchor which together 
with the antihistamines and a host of other drugs provides 
fairly adequate pharmaceutical armament. 


Dr. Rouse (closing)—No one drug is specific in the treat- 
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ment of penicillin reactions. Histamine has been used in 
one or two cases, but not routinely due to the fact that it 
requires constant nursing care which can be given only in 
hospitals or where a special nurse is present. It is im- 
practical in the milder cases and with individuals with 
limited means. The average number of days required for 
recovery using histamine therapy is practically the same 
as the number required in our cases. 

I am glad to know about procaine. The only case with 
which I am familiar had other medication so that it was 
impossible to determine the value of procaine. May I 
respectfully suggest that if Dr. Piness had paid more 
attention to food, his case might not have gone to 30 and 
40 days. 


RHEUMATIC FEVER IN TENNESSEE* 


By Lreonarp J. Koenic, M.D. 
Tuomas S. WEAVER, M.D. 
ApA CHILpERs, M.A. 
Nashville, Tennessee 
and 
HELEN S. Woops, M.D. 
Rutland, Vermont 


In the 8-year period 1940-1947, inclusive, 133 
children were diagnosed as having one or more of 
the manifestations of rheumatic fever either in the 
Pediatric Clinic or on the wards of Vanderbilt 
University Hospital. We have briefly summarized 
the data obtained from this series of patients and 
drawn certain conclusions in an effort to indicate 
the magnitude of the rheumatic fever problem in 
Tennessee. 

The prevalence of rheumatic fever is difficult to 
determine. Until 1946, this disease was not re- 
portable in Tennessee, and reporting is incomplete 
even now.!? Surveys of school children for evi- 
dence of rheumatic fever have been made in other 
states but such information is not yet available in 
Tennessee. An analysis of death certificates will 
reveal the fatal cases but throws no light on the 
much larger number of persons with active and 
quiescent infection. At the present time a survey of 
hospital records is the best method of measuring the 
prevalence of rheumatic fever in Tennessee. 

The series of 133 rheumatic children previously 
referred to constituted 2.8 per cent of the admissions 
to the Pediatric Service at Vanderbilt University 
Hospital, exclusive of newborns admitted by birth 


*Read in Section on Pediatrics, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 
Medical Society of Northern Kentucky, held in Cincinnati, Ohio, 
November 14-17, 1949. 

*From the Department of Pediatrics, Vanderbilt University School 
of Medicine, Nashville. 
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and patients with surgical problems. This rate is 
possibly more inclusive than would appear at first 
glance since Vanderbilt Hospital has the only 
cardiac clinic for children in Middle Tennessee and 
draws patients from a radius of 200 miles or more. 
Table 1 shows the incidence of rheumatic fever in 
representative cities of the United States. It is 
apparent that there are no geographical barriers 
and that rheumatic fever is also prevalent in the 
South.3 4 5 6 

Sex and Race Incidence.—There were 81 females 
(61 per cent) and 52 males (39 per cent) showing 
the preponderance of females over males which is 
usually found in rheumatic fever statistics. 

One hundred thirteen of the children were white 
and 20 were colored, giving a ratio of white to 
colored of 5.6:1. The ratio for general admission 
to the Pediatric Service is approximately 10:1. No 
definite conclusions can be drawn from such a small 
series of cases, though the figures do suggest as in 
other series! that the Negro is not immune. 


Age at Onset.—The peak age of onset for our 
patients is 10 years which is appreciably higher than 
a series of 500 cases at the New Haven Hospital.? 4 
In other series reported throughout the country the 
peak age of onset varies between 7 and 10 years.!4 
Our figures were computed from “first attacks” as 
recorded in the patients’ histories, but our popula- 
tion is largely rural and symptoms of disease are 
frequently overlooked unless they become serious, 
so it is possible that some of our patients might 
have been in second attacks. 

It is of interest that the first attack of rheumatic 
fever occurred at age 2 years in 3 patients and at 3 
years in 4 patients. Of these 7 patients, 3 died 
during the acute phase of the disease. The fourth 
had several stormy recurrences but at its last visit 


PEDIATRIC HOSPITAL ADMISSIONS FOR RHEUMATIC 


FEVER 
Per Cent 

University of California 3.7 (7) 
San Francisco 3.7 (8) 
New Haven 1.8 (9) 
Vanderbilt 2.8 
Bellevue 2.7 (10) 
Barnes 0.4 (10) 
Dallas 0.8 (11) 
Cincinnati 0.52 (12) 
Philadelphia 0.68 (12) 
Miami 0.13 (10) 
Boston 1.4 (10) 

Table 1 
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had a well compensated rheumatic heart with mitra 
valvulitis. The fifth has mitral and aortic valvulitis 
the sixth mitral insufficiency, and the seventh no 
apparent lesion. This small group would sugges 
that the prognosis is less good in younger children. 


Month of Onset—-The peak months of onset as 
determined from the history were December and 
January with a scatter throughout the rest of the 
year. Different series have shown different peaks, 
Series reported from the Eastern Seaboard usually 
show March and April!5 as the peak months. Ip 
San Francisco, Christie’ found the peak in January 
which corresponds to the time when the most chill- 
ing and dampness prevails in Northern California, 
In the British Isles the peak is in November.'5 

In general the seasonal variation of rheumatic 
fever follows the course of streptococcal disease. 


Family History.—A positive family history was 
obtained in 31 cases (23 per cent). This figure is 
lower than it should be since people taking histories 
did not inquire into the family history with any 
regularity before the work of Wilson on the heredi- 
tary factor in rheumatic fever. 


Antecedent Infection—An antecedent infection 
was noted in 81 (60 per cent) of the 133 patients 
studied. The symptom of sore throat was com- 
plained of by 61 patients (45 per cent) several days 
to a week before any of the major symptoms of 
rheumatic fever appeared. Eight patients (6 per 
cent) had scarlet fever preceding the attack of 
rheumatic fever. Four patients had purulent otitis 
media, two had vaginitis, and one had conjuncti- 
vitis. Bronchitis, “flu” and “colds” were also noted. 


Symptomatology.—General symptoms consisted 
of weight loss, fever, anorexia, nausea, vomiting, 
weakness, pallor, irritability, sweating, headache 
and syncope. 

Rheumatic symptoms exclusive of cardiac symp- 
toms consisted of arthritis, chorea, epistaxis, ab- 
dominal pain, erythema and nodules. 


Data from a combination of history and physical 
findings during observation showed that 119 pa- 
tients or 89 per cent had symptoms which could 
be interpreted as joint pains during the illness. 
Many had redness, swelling and tenderness of the 
joints involved on physical examination. This in- 
cidence of joint involvement is high compared to 
that given in most published reports. 


Abdominal pain occurred in association with 
other symptoms in 12 patients or 9 per cent. In 
one case the abdominal complaints were so con- 
spicuous that they led to admission to the surgical 
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service with the presumptive diagnosis of acute 
appendicitis. 

Subcutaneous nodules were palpable in 12 pa- 
tients (9 per cent). The incidence of nodules de- 
pends upon the carefulness with which they are 
sought. Not infrequently the patient himself is the 
one who discovers them. Subcutaneous nodules 
are said to carry a grave prognostic significance 
and our small series bears this out. Two of our 
patients died, 4 have moderately severe rheumatic 
heart disease, 3 have mild heart disease, and 2 have 
no clinical evidence of heart disease at the present 
time. Of those that lived, 2 were classified as sim- 
mering rheumatics, and one was extremely toxic. 

Erythema multiforme was noted in 9 patients or 
6 per cent. There were no cases of erythema nodo- 
sum in this series. 

Twenty-seven patients (20 per cent) had epis- 
taxis during the course of their illness. It is of 
interest to note that 2 patients had epistaxis as the 
only symptom of rheumatic fever and both of these 
were colored females. One has rheumatic heart 
disease with mitral valvulitis and the other has 
combined mitral and aortic valvulitis. 


Chorea was present in 30 patients or 22 per cent. 
Twelve patients (9 per cent) had chorea as the only 
symptom of rheumatic fever. The other 18 had 
joint pains as well as chorea during the course of 
their illness. Up to the time of this study, 8 pa- 
tients with chorea showed no evidence of heart 
disease, while 22 showed some effect on the myocar- 
dium at some time during the disease. Thus 74 
per cent of our patients with chorea shared some 
evidence of heart involvement. This figure became 
significant when compared with the statement in 
Holt’s Textbook of Pediatrics: “A child with chorea 
has at least a 50 per cent probability of ultimately 
developing rheumatic heart disease.”!© The follow- 
up on our cases is unsatisfactory at the time of this 
writing, but the figures indicate that chorea as we 
see it carries a graver prognosis than one would 
ordinarily expect. 

A diagnosis of acute hemorrhagic nephritis as 
well as rheumatic fever was made in 6 patients 
(4 per cent). 

Cardiac symptoms consisted of dyspnea, orthop- 
hea, precordial pain, cough, frothy sputum, cyan- 
osis, “fluttering of the heart,” “heart beating too 
fast,” smothering spells and edema. Approximately 
50 per cent of the children complained of some 
cardiac symptoms during the course of their illness. 


Findings on Physical Examination.—The tem- 
perature on admission ranged from normal to 104. 
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In general there was little if any elevation with the 
uncomplicated choreas. Seventy-six patients (57 
per cent) had “enlarged tonsils.” 

Cardiac enlargement confirmed by x-ray was 
present in 56 patients or 42 per cent. Twelve 
patients had clinically demonstrable pericarditis. 

One hundred and twelve (83 per cent) had 
some evidence of rheumatic carditis on admission 
(cardiac overactivity, tachycardia, cardiac enlarge- 
ment, transient murmurs and electrocardiographic 
changes). A tabulation of the cardiac lesions as 
found at the end of this study is as follows: 


Mitral insufficiency 53 
Aortic insufficiency 0 
Combined aortic and mitral insufficiency — 17 
No demonstrable lesion 


Thirty-three patients had evidence of congestive 
failure at some time during their illness. 


Types of Onset—Table 2 best summarizes the 
type of onset in our 133 patients. 


Table 3 gives the white blood count during 
rheumatic activity. 

Seventy-five per cent of the patients in this series 
showed hemoglobin values between 11 and 14 
grams. 

The sedimentation rates (Wintrobe corrected for 
low hematocrit) were elevated above 20 mm. per 
hour in 101 patients. In those patients whose value 
was below 20 mm. per hour, myocardial insuffi- 
ciency or chorea was present, or the rheumatic 
process was inactive. 


Symptom Per Cent 
Arthritis = 89 
Carditis - 83 
Tonsillitis 45 
Chorea aS 22 
Epistaxis —.. 20 
Nodules 9 
Scarlet fever 6 
Erythema 6 

Table 2 

White Count No. Cases Per Cent 
29 
15,000 to 20,000 15 
Over 20,000 ... 12 9 

Table 3 
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Electrocardiograms of 59 patients revealed pro- 
longation of the pulse-rate interval. 


Course of Illness——In general our patients fell 
into four main groups. 


(1) Acute toxemia leading to death. 

(2) One attack with recovery with or without 
residual cardiac damage. 

(3) Recurrent attacks with quiescence between 
attacks and with further cardiac damage following 
each attack. 

(4) Simmering rheumatic activity leading to 
death in cardiac failure. 

Twenty of our 133 patients died (15 per cent). 
Thus, our over-all mortality is approximately that 
of other similar series. 

It is interesting to note that 6 deaths occurred 
during the first attack; one patient was 2 years old, 
2 were 3 years old, one was 4% years and one was 
8 years. The last mentioned patient developed 
rheumatic fever following scarlet fever. His illness 
was complicated by varicella which undoubtedly 
played a major role in his death. 


Social and Economic Factors.—Social informa- 
tion was obtained in 73 cases. Of the 133 patients 
dealt with, 105 or 81 per cent were ward and clinic 
patients; 18 or 19 per cent were private patients. 
Of the 73 referred to the social worker, none was 
a private patient. 

Because of the changing costs of living between 
1940 and 1948, this series was not broken down by 
actual incomes but instead into the source and 
whether or not it was adequate to meet the essential 
needs of the family (including an adequate diet for 
the patient). Fifty-two families received their in- 
come from wage earners; 9 were on relief and re- 
ceived an Aid to Dependent Children grant; 6 were 
tenant farmers; 2 were farm owners; 3 families 
had no income and were dependent on relatives; 
1 family lived on an Army allotment; 5 children 
were living in institutions. 


Of the children living in their own homes, the 
incomes in 30 per cent were judged to be adequate 
and in 70 per cent inadequate. Over-crowding and 
poor housing accompanied inadequate income. In 
general, more than 1 person per room is considered 
over-crowding.'? Only 6 families met this standard. 
In 29 families there were 1-2 persons per room; 
in 11 families there were 2-3 persons per room; 
in 5 families 3-4 persons per room; in 3 families 
more than 4 per room; and in one family there 
were 7. In 14 cases there were incomplete state- 
ments about over-crowding but the descriptions 
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were suggestive of over-crowding. It is certaj 
easy to conclude that the majority of our patients 
lived in over-crowded conditions. 

The records reviewed were inadequate in deserib. 
ing the actual condition of the housing. Centr 
heating is almost unknown in this group. When 
no notation was made it was taken for granted that 
the home was heated by a stove or grate. Outside 
privies were common, even in urban areas. Of the 
28 homes described, 6 were adequate and 22 poor, 
“Ramshackle” “poorly constructed” delapidated” 
were commonly used adjectives. 

Various problems relating to parental care and 
relationships within the family were recorded. Em- 
ployment of the mother outside the homes as a 
factor interfering with the child’s care was recorded 
in 8 cases; poor health of the mother in 13; and 
inadequacy or low mentality of the mother in 6 
cases. In 18 cases the parents were separated or 
there was constant family friction that caused emo- 
tional or economic insecurity for the child. Ma- 
ternal over-protection or rejection was recorded in 
13 cases. 


The problem of geographical isolation presented 
itself in many rural cases. For those in isolated 
areas it is difficult to get medical supervision in 
their own homes and it is just as hard to be brought 
to the clinic when they are on a regime of bed rest. 
An 1ll-year-old boy living in the Cumberland 
Plateau area was sent home on complete bed rest. 
To keep his return appointment to the clinic he 
had his choice of riding a mule 30 miles to the 
nearest transportation or paying $25.00 for a taxi. 
We are now fortunate enough to have a convales- 
cent home in Nashville for such children. 

The Negro children presented special problems 
because of lack of facilities for their care. At the 
present time there are no convalescent beds avail- 
able to Negroes and facilities for their hospitaliza- 
tion are in some ways limited. In several cases the 
children were cared for in homes of relatives that 
were little better than their own. 


The agencies most used to improve the child’s 
care at home have been the local health departments 
and the Department of Public Welfare. The home 
teacher program was of great help to these patients. 
Since there is no provision in this state for the cost 
of hospitalization of children with rheumatic fever, 
most of the costs of hospitalization has been met 
by the families of these children and by Vanderbilt 
Hospital. The need for the development of com- 
munity responsibility for the care of these children 
out of public funds or endowed beds is obvious. 


vol. 43 N 
of the 
symptor 
Becat 
responsi 
in preve 
From 
measure 
(1) 
(2) | 
(3) 
(4) 
(5) 
dren. 
Trea 
rheuma 
and co 
1, Tenn 
2, Tenr 
3. Reill 
4. Hen: 
5. West 
1945 
6. McC 
7. Chri 
‘ Hear 
8. Sam 
Hear 
9. Paul 
Prin 
10. Fau 
mati 
83: 
11. Fas! 
12. Wed 
tion: 
| 13. Hol 
34: 
14. Met 
Fev 
15. Mit 
4th 
16. Hol 
and 
17. Wh 
Rey 
Dr. 
rheum 
States ; 
we ha 
Rhe 
as a 
manife 
we hi; 
criteri 
said t 
Major 
Major 
you | 


KOENIG ET AL: 


Vol. 43 No. 3 


CONCLUSIONS 


From this study it would appear that rheumatic 
fever is as prevalent in Tennessee as in most parts 
of the United States and its clinical signs and 
symptoms are identical with those seen elsewhere. 


Because of its well known family incidence, the 
responsibility of the physician in case finding and 
in prevention should be extended to siblings. 

From a preventive standpoint we should take all 
measure to improve general health standards by: 

(1) Prevention of respiratory disease. 

(2) Chemoprophylaxis to prevent recurrences. 

(3) Elimination of foci of infection. 

(4) Improvement of nutrition. 

(5) More careful physical checks of school chil- 
dren. 

Treatment should include complete rest during 
theumatic activity, education of parents and child, 
and convalescent care when available. 
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DISCUSSION (Abstract) 


Dr. C. Kermit Pitt, Decatur, Ala—I should like to see 
theumatic fever made -a reportable disease in all of the 
States; but such reporting will not mean too much until 
we have developed more uniform criteria for diagnosis. 

Rheumatic fever is not always an easy disease to spot; 
as a matter of fact, it is oftentimes very difficult. Its 
manifestations are protean, we do not know its etiology and 
we have no specific tests. If we should adopt uniform 
criteria as Dr. Duckett Jones has advocated, we should 
minimize error. As you probably recall, Dr. Jones has 
said that the diagnosis may be made when any one of the 
Major and any two of the minor, or when any two of the 
major manifestations are present. I am sure that most of 
you know what these manifestations are. 


RHEUMATIC FEVER IN TENNESSEE 


The major manifestations are carditis, arthritis, chorea, 
nodules, and an authentic history of a previous attack. 
The minor manifestations are fever, epistaxis, pulmonary 
findings, precordial pain, abdominal pain, erythema mar- 
ginatum, and such laboratory findings as increased sedi- 
mentation rate. 

We have enough information about rheumatic fever to 
know that it is important. We know that there are a 
million cases of rheumatic heart disease in the United 
States, and we know for every hundred thousand people 
under twenty-five years of age each year, approximately 
one hundred develop one of the rheumatic manifestations. 

We get a great deal of propaganda about infantile 
paralysis. Rheumatic fever kills six times as many people 
in the United States as infantile paralysis, and cardiac 
cripples are greater in proportion, than are polio cripples. 
I should like to see a little more attention given, par- 
ticularly by lay organizations, to rheumatic fever. I am 
sure that it is in the offing. 

I was interested particularly in the incidence of rheu- 
matic nodules in the Vanderbilt series. In a little series of, 
I believe, twenty-four patients whom I saw in private 
practice in the last five or six years, I found no nodules. 
I may have missed some nodules, but I prefer to think 
that the lack of nodules in my cases was due to the fact 
that they were relatively mild. The rheumatics who get 
into the hospitals have a more severe disease than those 
seen in private practice. 

In treatment of rheumatic fever diet is particularly im- 
portant, and particularly protein foods. It is important 
that rheumatics be kept at bed rest until they are quiescent, 
and I believe complete activity should be resumed gradually 
so that therapeutic invalids do not result. In certain selected 
cases sulfonamide prophylaxis is important. 


Dr. Robert A. Lyon, Cincinnati, Ohio—Rheumatic fever 
is a bizarre disease with many different manifestations, and 
the incidence varies so greatly in different parts of the 
country, that every locality must investigate its own 
experiences with it. 

When we made a similar survey in our own community 
a few years ago it proved of value in two respects: first 
was the backward look which discovered new patients and 
brought to light many points of importance we had missed 
in the past which we wished to emphasize in the future; 
secondly, it provided a valuable guide to us in the develop- 
ment of our future programs for the integration of the 
care and prevention of the disease. 

At one time rheumatic fever in the South was thought 
to be quite different in its manifestations from that in the 
North, the New England area, and the Eastern Seaboard. 
For instance, rheumatic fever in the South was claimed to 
produce heart disease with few, if any, of the early symp- 
toms of joint pains. It was of especial interest, therefore, 
to learn from Dr. Weaver’s presentation that 89 per cent 
of the children in his series had definite joint pains, and 
that six of the patients not only showed the symptoms of 
rheumatic fever but also continued with their symptoms 
without remission, and died. This is the most serious type 
of cardiac patient and we encounter a few such cases in 
this locality also. 

Dr. Weaver stressed the social and economic background 
of his patients. It seems likely that these are important 
etiologic factors, a better knowledge of which may enable 
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us to control the incidence of recurrences. In our com- 
munity we believe that the improvement of the home 
conditions of many of the children living under sub- 
standard conditions has helped prevent recurrent infections. 

It may be important to add that the rheumatic fever 
does occur in the middle and upper economic classes. In 
such patients factors of an emotional nature, possibly 
overexcitement, maladjustment, fatigue, and overactivity 
constitute a group of predisposing influences which initiate 
rheumatic attacks. 


In Cincinnati we are convinced that small daily doses 
of sulfadiazine provide a practical and successful method 
of reducing the incidence of recurrences. Practically every 
child who has had rheumatic symptoms and has recovered 
from the acute manifestations of the disease receives the 
sulfa drug for a considerable period of time, sometimes for 
several years. 


Dr. Harry M. Gilkey, Kansas City, Mo—I should like 
to ask the author about his experience with penicillin 
prophylaxis. 


Dr. W. Ambrose McGee, Richmond, Va—Until very 
recently Aschoff bodies were thought to be pathognomonic 
of rheumatic fever, but lately the good work of Arnold 
Rich, pathologist at Hopkins, has shown that that is no 
longer true. Aschoff bodies have been found in deaths 
from periarteritis nodosa, rheumatoid arthritis, sulfanila- 
mide or drug deaths, and in any state in which there is 

_ prolonged hypersensitivity. 

In treating children with rheumatic symptoms, or symp- 
toms of potential rheumatism, one often sees children who 
have mild allergic symptoms. Many of the symptoms 
shown for rheumatic fever are very similar to those shown 
by digestive or respiratory types of allergy. 


In some few instances one sees acute nephritis, which 
was mentioned, associated with acute allergy. I recall a 
roentgenologist in Virginia who said every time anyone 
in the family (and they were quite a hay fever family) 
had a severe case of hay fever, that person had also acute 
hemorrhagic nephritis. 

I mention this connection, not that I am riding a tangent 
and thinking everything is allergic; but one should re- 
member that Aschoff bodies are no longer considered to be 
pathognomonic of rheumatic fever. 


Dr. Russell E. Kinsey, Williamstown, Ky—Dr. Weaver 
told us that in his series, 45 per cent of patients came to 
the hospital complaining of tonsillitis. I should like to 
know from him how many of these 45 per cent had a 
tonsillectomy and, if he can tell us, what results followed 
the tonsillectomy. 


It is my feeling, that rheumatic patients are made worse 
by tonsillectomy ; in fact, I have definitely felt that the role 
of tonsillectomy is overemphasized in the treatment of 
rheumatic fever. 


Dr. Weaver (closing) —In the Vanderbilt Pediatric Clinic 
we have used the sulfonamide drugs routinely (at present 
sulfadiazine 0.5 gram twice daily) for the prevention of 
rheumatic recurrences after the infection has become in- 
active. Recently we reviewed a small series of fifty patients 
who had received prophylactic sulfonamide. Two-thirds 
of the children had positive throat cultures for the beta 
hemolytic streptococcus at some time during the period of 
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observation while receiving the sulfonamide. Fortunately 
the recurrence rate was low in spite of the presence of the 
beta hemolytic streptococcus. 


The question was asked whether we should like to use 
penicillin prophylactically for the prevention of recurrences, 
The answer is yes, but because of the high cost of the 
antibiotic we have been unable to use it except with a few 
selected cases. 


So far as removal of tonsils and adenoids is concerned, 
we think operation should be reserved for those children 
with chronic or recurrent infection or obstruction. Re- 
current rheumatic fever per se is not an indication for 
tonsillectomy. We believe it is important to extract carious 
teeth which serve as a focus for infection. Recently we 
have had two patients whose rheumatic infection remained 
active until oral sepsis was corrected. 


I cannot give statistics as to the incidence of recurrences 
of rheumatic fever following tonsillectomy. We do think it 
is of the greatest importance that the rheumatic infection 
be inactive before tonsillectomy is performed. Teeth also 
should not be extracted in the presence of active rheumatic 
infection. In practice it is well to delay any elective opera- 
tive procedure until the patient is afebrile, the cardiac rate 
is within normal limits, the sedimentation rate is normal 
and one is reasonably sure the rheumatic process is inactive. 
Ideally the throat culture should be negative for the beta 
hemolytic streptococcus and the patient should receive 
sulfonamide or penicillin before and after operation. 


EVALUATION OF THE BLACK TEST AS A 
SCREEN TEST FOR MALIGNANCY* 


By B. Napier, Pu.D., M.D. 
and 
SyBiL GorDON 
New Orleans, Louisiana 


In 1947 Black? reported his studies on the rate of 
reduction of the redox dyes, brilliant cresyl blue* 
and methylene blue,* by human plasma (or serum). 
He observed that plasma obtained from patients 
with malignant disease tended to have diminished 
reducing power and could be differentiated with a 
high degree of accuracy from plasma obtained from 
individuals without malignant disease. The test is 
so simple that the intriguing possibility of using 
it as a screen test for malignancy warranted in- 


*Read in Section on Medicine, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
= of Northern Kentucky, held in Cincinnati, November 14-17, 
1949. 


r ™ investigation was aided by a grant from the Harrod Research 
‘und. 


*From the h Hume Research Laboratory, Touro Infirmary, 
and the oo. of Medicine, Tulane University School of 
Medicine, New Orleans, Louisiana. ; 

¢Black, M. M.: a in the Reducing Power of Serum or 
Plasma of Patients with Malign . Cancer 
search, 7:321, 1947. 


tEndo Products, Incorporated, Richmond Hill, New York. 


ant Neoplastic Disease Re 


Vol. 4 
studi 
Sa 
patie 
insta 
the | 
patie 
tion. 
the 
had 
stant 
fluer 
out 
T 
Sam 
in b 
solu 
tran 
cc. | 
0.2 
was 
add 
in | 
met 
con 
wat 
tub 
for 
wat 
tair 
dec 
eas 
wa 
pla 
of 
po 
bri 
ple 
| 


o 


Vol. 43 No. 3 


vestigation. This paper embodies the results of our 
studies on 1,760 patients. 


Samples of blood were obtained at random from 
patients admitted to Touro Infirmary in New Or- 
Jeans, a general hospital of 400 beds. In almost all 
instances the samples of blood were obtained on 
the first day of hospitalization, irrespective of the 
patient’s age, sex, disease, metabolic state or medica- 
tion. In numerous instances the patients were in 
the acute stage of their disease; a goodly proportion 
had had intensive chemotherapy and, in some in- 
stances, roentgenotherapy. Some of these factors in- 
fluence the results of the Black test but it was our 
purpose to evaluate the usefulness of the test with- 
out limitations of any type. 


The technic described by Black was employed. 
Samples of 8 to 10 cc. of whole blood were placed 
in brown bottles containing one drop of a saturated 
solution of sodium oxalate. These samples were 
transferred to test tubes and were centrifuged. One 
cc. of plasma was added to each of two test tubes; 
0.2 cc. of 0.1 per cent solution of methylene blue 
was added to the first of these tubes and 0.2 cc. of 
0.1 per cent solution of brilliant cresyl blue was 
added to the second. After the contents of each tube 
were thoroughly mixed, the test tubes were placed 
in briskly boiling water. The one containing the 
methylene blue was observed until its contents were 
completely decolorized and, with the use of a stop- 
watch, the time required for this was noted. The 
tube containing the brilliant cresyl blue was boiled 
for fully 10 minutes; it was then removed from the 
water bath and the color was noted. Values ob- 
tained were interpreted as shown in Table 1. 


The end point of time required for complete 
decolorization of methylene blue was clear cut and 
easily recorded. The result with brilliant cresyl blue 
was a little more complex. In most instances, the 
plasma appeared to be grayish-tan when the result 
of the test was negative and lavender when it was 
positive at the end of 10 minutes of boiling with 
brilliant cresyl blue. However, the color of the 
plasma at the end of this period was usually not a 


Time required for Color of brilliant 


Result of test decolorization of cresyl blue at end 
methylene blue of 10 minutes 

Negative Less than 11 minutes Decolorized 

Positive (a) 8 minutes 30 seconds (a) Lavender 


or more 
(b) 11 minutes or more (b) Decolorized 


Table 1 
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clear lavender. In such cases if the reducing time 
for the methylene blue was between 8 minutes 30 
seconds and 11 minutes, the test was labeled border- 
line. Whenever possible, the test was repeated at a 
later date. 

Results of the tests were graded in the following 
manner: 

(1) Correct Positive Black Test—Results of the Black 


test were positive and a pathologic diagnosis of malignancy 
was established. 


(2) False Positive Black Test—Results of the Black test 
were positive but no pathologic diagnosis of malignancy 
could be made. 


(3) Correct Negative Black Test—Results of the Black 
test were negative and the diagnosis of a nonmalignant 
disease was made clinically or by pathologic report. 


(4) False Negative Black Test—Results of the Black 
test were negative but a pathologic diagnosis of malignancy 
was made. 


(5) Unsubstantiated Result—Results of the Black test 
were positive but a clinical diagnosis of nonmalignant 
disease was made. In a fairly large number of these pa- 
tients we were unable to obtain sufficient observations to 
rule out malignancy definitely. In some instances there was 
highly suspicious evidence of malignancy, but no work-up 
was done in the hospital. 

Analysis of our data indicates that among 1,760 
patients studied 247 had proved malignant dis- 
ease. In 187 of these 247 (75.8 per cent) there 
were correct positive Black tests and in 60 false 
negative Black tests. The high degree of accuracy 
of this test in detection of malignancy in this 
series suggests its value as a screen test. It should 
be emphasized, in view of the discussion to follow, 
that a positive Black test is merely presumptive 
evidence of malignancy. It is significant that in 76 
per cent of patients with proved malignant lesions 
a positive Black test was obtained. 


We have no explanation for the incidence of 24 
per cent false negative Black tests in our series of 
known malignant disease. There was significant 
failure of the test in carcinoma of the breast, with 
18 false negative tests, in a series of 45 cases. It is 
interesting that two-thirds of these false negative 
tests occurred in patients with scirrhous carcinoma 
of the breast. Certainly further refinements of the 
test are needed to increase its accuracy in cases of 
known malignant disease. 

In a survey of 1,513 patients without known ma- 
lignant disease, a correct negative Black test was 
secured in 1,194 or 78.9 per cent. There was a total 
of 319 positive Black tests in this series. In 173 of 
these patients careful search failed to disclose ma- 
lignancy, but in the remaining 146 no adequate 
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follow-up was obtainable, and there is reason to 
presume that a number of these had malignant 
disease. We believe that it is probably incorrect 
to label all these as false positive Black tests (319 
or 21 per cent), but at this time we prefer to err 
on the conservative side. It may, therefore, be stated 
that the greatest incidence of false positive Black 
tests was 21 per cent, or in 1 of 5 cases of non- 
malignancy. Whereas this figure appears large, it 
is enhanced by: : 

(a) inclusion of patients with disorders known 
to yield positive tests and 

(b) inclusion of a large group of patients in 
whom malignant disease had not been excluded. 

A survey of our data shows that the commonest 
non-malignant diseases causing positive Black tests 
in our series were pregnancy, tuberculosis, acute 
suppurative disease (of gallbladder, appendix, liver, 
kidney), and pneumonitis; in addition Black found 
that cirrhosis, hypoproteinemia, and acute rheu- 
matic fever frequently caused positive tests. It 
would appear, then, that the safest procedure would 
be to investigate thoroughly all patients in whom 
positive Black tests for malignancy are obtained. 
Adequate work-up of these cases can surely do no 
harm. We believe that the true incidence of false 
positive tests in comprehensively studied cases, with 
exclusion of conditions known to produce false posi- 
tive reactions, would yield a significantly satisfying 
figure to establish the accuracy of negative Black 
tests. 


Reversal from false positive to correct negative 
tests has been observed when an existing acute 
suppurative disease is eliminated, for example, re- 
moval of a kidney for pyonephrosis, removal of an 
acute, suppurative appendix. It is suggested that 
all patients in whom a false positive Black test is 
found be observed periodically until the underlying 
non-malignant pathologic disorder is corrected. 

We are aware of the dangers of unwarranted 
interpretations associated with the statement that 
we have a test which has indicated the presence of 
malignancy in 76 per cent of 247 patients with 
malignant disease. This statement, unfortunately, 
may be misconstrued to mean that a.patient with 
a positive test may have a 76 per cent chance of 
having a malignant disease. Such an interpretation 
is entirely incorrect, for it has been amply demon- 
strated that in 21 per cent of our patients with non- 
malignant disease a false positive test was secured. 
The occurrence of a positive test, in our opinion, 
emphasizes the need for exacting, comprehensive 
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study to exclude malignancy and for repeated 
follow-up tests to rule out the possible role of 
diseases known to produce false positive tests, 


Further misunderstanding may be associated with 
the interpretation of a negative test. Negative re 
sults were obtained in one-fourth of all patients in 
our series with known malignant disease. It is hoped 
that a negative test will not invest the physician 
with a false sense of security and dissuade him from 
an exhaustive search for malignancy when there are 
clinical indications of possible malignant disease. 


CONCLUSIONS 


(1) The dye reducing tests are a valuable screen 
test for cancer. 

(2) Seventy-six per cent of known malignant 
cases in our series have been spotted by this simple 
test, which can be performed in the office. 

(3) The interpretation of the test and its limits 
should be kept clearly in mind. 

(4) Further refinements of technic to achieve a 
higher degree of accuracy in known cases of ma- 
lignant disease are needed. 

The authors wish to express their appreciation to Miss 


Gladys Schneider, record librarian, for her valuable assist- 
ance. 


ANTIANEMIC PROPERTIES OF A REACTION 
PRODUCT OF VITAMIN Biz AND THE 
INTRINSIC FACTOR* 


By Tom D. Spies, M.D. 
Birmingham, Alabama 
GuILLErMo Garcia Lopez, M.D. 
FERNANDO MiLaNEs, M.D. 
RuBEN Lopez Toca, M.D. 
and 
ALFREDO REBOREDO, M.D. 
Havana, Cuba 


In 1926 when Minot and Murphy! first intro- 
duced liver in the treatment of pernicious anemia, 
it was given in the form of cooked calves’ liver. 


*Received for publication January 15, 1950. 

*From the Department of Metabolism and Nutrition, Northwestern 
University Medical School, Chicago, Illinois, studies in nutrition at 
the Nutrition Clinic, Hillman Hospital, Birmingham, Alabama, 
General Calixto Garcia Hospital, Havana, Cuba. E 

*This study was aided by grants from Fundacion de Investigaciones 
Medicas, Havana, Cuba, and the National Vitamin Foundation, New 
York, New York. 

*The material used was furnished by Dr. Earl L. Burbidge of The 
Upjohn Company, Kalamazoo, Michigan. 

“Valuable technical assistance was rendered by Miss Hady Lopes and 
Miss Margarita Cimadevilla, Havana, Cuba. 
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They administered one-half pound daily until the 
red blood cell count reached normal. A maintenance 
dose, which varied with the individual patient was 
then started. This method of treatment, with some 
modifications, was initiated in many clinics and 
hospitals. It soon was found that some patients 
could not continue on this type of therapy without 
developing an aversion for liver. Hence, when liver 
extract became available, the outlook for these pa- 
tients became much better. 


The oral preparations of liver are much less 
effective per unit of weight than the preparations 
for parenteral use, but in some instances it is de- 
sirable to give medications by mouth.? We and 
others have been seeking a substance so effective 
that the patient responds promptly when the sub- 
stance is given orally in small amounts. 

In July, 1949, Bethell e¢ alii* reported use of an 
activating factor derived from hog intestine.* We 
and others have found that relatively large quantities 
of intestine were required to produce the extract of 
which a sizable dose was necessary to elicit an ade- 
quate hemopoietic response in persons with per- 
nicious anemia, nutritional macrocytic anemia or 
tropical sprue in relapse. Since then efforts to con- 
centrate this factor have led to a series of extracts 
which have been tested clinically by ourselves and 
other groups with variable results. 


We have recently used a concentrate of hog in- 
testine in which an active component believed to be 
an intrinsic factor has been allowed to react with 
its equivalent amount of vitamin Biz to form a 
conjugate, “berubozyme.” Each capsule of the 
“berubozyme” supplied to us contains a reaction 
product of 9 micrograms of vitamin Biz and the 
activator present in 0.33 gram of concentrate of 
hog duodenum. The present study appears to be 
an important step in this direction in that the ad- 
ministration of one small capsule of this material 
daily for ten days produced a clinical and hema- 
tologic response. 


Each of the four patients selected fulfilled the 


—— 


“Supplied to them by The Upjohn Company. 
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following three criteria: (1) he had a macrocytic 
anemia with a red blood cell count of 2.7 million or 
less, and a color index of 1 or above. (2) The bone 
marrow showed the typical erythroblastic arrest seen 
in macrocytic anemia in relapse. (3) He was un- 
treated. After clinical study and additional labora- 
tory evaluations two of the patients were diagnosed 
as having tropical sprue as they had free hydro- 
chloric acid in the gastric juice and “fatty stools.” 
A third patient had free hydrochloric acid in the 
gastric juice but his stools were copious, watery and 
brownish and he was considered to have nutritional 
macrocytic anemia. (That patient also had pellagra.) 
The fourth patient had no free hydrochloric acid on 
repeated examination of the gastric juice even after 
histamine stimulation and he was considered to have 
pernicious anemia. 


All the patients were confined to a special nutri- 
tion ward in the hospital where they could be main- 
tained on a rigidly controlled diet. This diet 
consisted entirely of cereals, bread, viandas (root 
vegetables grown in Cuba) and coffee. Meat, meat 
products, fish, poultry, milk, eggs and green vege- 
tables were omitted. Each day throughout the con- 
trol period and during the fourteen days of observa- 
tion shown in Table 1, red blood cell, white blood 
cell and reticulocyte counts and hemoglobin deter- 
minations were made by methods previously pub- 
lished.4 


Each of the four patients showed hematologic and 
clinical improvement. The changes in the peripheral 
blood values can be seen in the table. The megalo- 
blastic arrest of the bone marrow disappeared in 
Cases 1, 2 and 3 and decreased somewhat in Case 4. 
Each of the four patients volunteered that he felt 
better at about the time the reticulocytes began to 
increase. Their improvement was characterized also 
by their volunteering that the soreness of their 
tongues disappeared. They became much more 
active and two of them demanded to be allowed to 
go home and return to work. Each patient had an 
increase in appetite. Case 4 improved the least 
clinically. 

The clinical response in none of these patients 


Reticulocytes 
Red Blood Cells Hemoglobin (Per Cent) 

(Million) , (Grams) First Day Day of Per Cent 14th 

CaseNo. Type of Anemia Initial 10th Day 14th Day Initial 10thday 14th Day Initial of Rise Peak at Peak Day 
1 Tropical sprue... 2.03 2.31 2.71 8.7 10.2 10.7 1.0 4 7 17.0 1.6 

2 Tropical sprue... 1.97 2.08 2.80 7.8 8.9 9.5 1.8 3 10 16.8 4.6 

3 Nutritional... = 2.51 3.06 3.21 73 8.1 8.6 1.5 6 9 14.2 6.3 
4 Pernicious... 1.99 2.05 2.43 7.6 8.3 91 0.4 9 11 6.0 3.0 


Table 1 
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was so dramatic as one often sees following massive 
doses of Bi2 given parenterally or folic acid given 
parenterally or orally. Only the fact that there was 
no more of the test material available prevented 
our administering it for a longer period of time. 
Since studying these four cases, a fifth case of 
pernicious anemia was given a single capsule of this 
material daily for ten days and did not respond 
to this oral medication. However, this patient did 
respond to a single intramuscular injection of 20 
micrograms of vitamin Bue. 


SUMMARY AND CONCLUSIONS 


Four patients with macrocytic anemia in relapse 
were arbitrarily selected for study. One patient had 
pernicious anemia, two had tropical sprue and one 
had nutritional macrocytic anemia. Each patient 
was given one capsule of the reaction product of 9 
micrograms of vitamin Biz and the intrinsic factor 
present in 0.33 gram of a concentrate from hog 
duodenum daily for ten days, and each patient 
showed some clinical and hematologic improvement. 
This improvement was characterized by an increase 
in strength, feeling of well-being, appetite and desire 
to move around. The positive hematologic observa- 
tions were: an increase in reticulocytes followed by 
an increase in circulating hemoglobin and red blood 
cells. The reticulocytes peaked on the seventh day 
in one of the cases of tropical sprue and on the 
tenth day in the other. In the case of pernicious 
anemia they peaked on the eleventh day and in the 
case of nutritional macrocytic anemia on the ninth 
day. 

None of these cases appeared to have a maximum 
response which indicates that if a test period as 
short as ten days is used, a larger dose is indicated. 
(Our experience with oral therapy is that treatment 
for twenty or thirty days or even longer is desirable 
but owing to the scarcity of material, the period of 
therapy in these cases could not be extended beyond 
ten days.) These findings suggest that a practical 
method of oral therapy characterized by the admin- 
istration of a single capsule per day is near at hand. 
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THE ROLE OF PATHOLOGY IN LESIONS 
OF THE BREAST* 


By ArTHUR Purpy Stout, M.D. 
New York, New York 


The recent spectacular advances in knowledge 
which have been effected through chemistry, 
physics, and the various biologic sciences illumi- 
nated by them have so revolutionized medicine that 
pathologic anatomy which formerly played a promi- 
nent part in the understanding of disease processes 
has suffered an eclipse and now must be satisfied 
with a minor role. It was therefore a source of both 
surprise and gratification to me when your chair- 
man invited me to talk upon the role of pathology 
in lesions of the breast. For it is my belief that 
pathologic anatomy is not altogether a dead subject; 
it is still important and useful for the physician to 
have a complete understanding of all those disease 
processes for which there are no specific cures, in 
order properly to diagnose and treat them. More- 
over pathologic anatomy is not entirely static; it 
still makes some progress, especially that portion of 
it which is linked to the study of disease processes 
in the living. The breast is an organ whose diseases 
are for the most part still treated by non-specific 
measures and a thorough understanding of their 
pathology is essential for diagnosis and the proper 
application of treatment. Lack of time will make 
it impossible to demonstrate this in detail for all 
lesions; only a few therefore have been selected. 

The normal male breast consists of a few ducts 
set in a fibrous stroma and symmetrically disposed 
immediately dorsad to the nipple. At two different 
periods in life one or both mammary glands may 
become enlarged; during adolescence and in late 
middle, and old age. The enlargement is almost 
always symmetrical and consists simply of an in- 
crease of both ducts and stroma. The ducts may 
show epithelial hyperplasia and even occasionally 
the formation of multiple papillations but so far 
as I am aware if the gynecomastia occurs spon- 
taneously, it is never associated with cancer of the 
male breast.! Cancer of the male breast is not 4 
symmetrical enlargement; its consistency is not uni- 
form throughout and the fibrous scar tissue, which 
develops together with the infiltrative growth of the 


*Read in Section on Surgery, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton Coun "Medical 
Society of Northern Kentucky, held in Cincinnati, No 14-17, 
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cancer cells, very quickly forms an attachment to 
the skin, the pectoral fascia or both because of their 
cose proximity. It is therefore never necessary to 
operate upon gynecomastia in elderly men if it is 
a smooth uniform enlargement under the impression 
that it either may be or may become cancer. There 
is just one exception to this. Gynecomastia that is 
induced by the administration of stilbestrol in the 
treatment of metastatic prostatic cancer may induce 
the formation of unilateral or even bilateral breast 
carcinoma. 

One might suppose that the tremendous amount 
of study which has been devoted to the female mam- 
mary glands should have made abundantly clear 
the pathology and biologic course of diseases of 
those organs, yet I am repeatedly astonished to find 
that this is not the case. Let us, for example con- 
sider the symptom of bleeding from the nipple. 
There are still physicians who believe that in more 
than half of the women showing this sign, the cause 
is cancer. This is, of course, entirely contrary to 
the facts. Bleeding from the nipple is one of the 
rarest of early signs of breast cancer and is the 
classical sign of intraductal papillary tumors. There 
is a sound pathologic basis for this. Intraductal 
papillary tumors are made up of proliferated duct 
cells in complex branchings supported upon cores 
of connective tissues bearing capillaries. These 
branching growths are exceedingly fragile and easily 
damaged with resulting hemorrhage. Carcinoma 
cells proliferate within the ducts of a great majority 
of all cancers but it is uncommon for them to form 
papillary processes. Generally they replace the nor- 
mal duct cells and are heaped up within the lumen 
unaccompanied by capillaries. Perhaps one can best 
illustrate this by considering the peculiar epidermo- 
philic form of breast cancer which advertises its 
existence by producing the lesion called Paget’s 
disease of the nipple. In every case of Paget’s dis- 
ease of the nipple, cancer cells line one or more of 
the nipple ducts. If any breast cancer might be 
expected to show bleeding from the nipple, this one 
should, yet so far as I am aware bleeding from the 
nipple ducts does not occur in Paget’s cancer of the 
breast. Of course, bleeding occasionally occurs in 
breast cancer cases, but it is rare. 


The impression is very general that intraductal 
papillary tumors of the breast are definitely pre- 
cancerous growths. They are, compared to the 
papillary tumors of the ovary, thyroid, large bowel 
and bladder, which have been proved to be either 
precancerous or actually malignant tumors; and the 
impression that malignant tumors come from these 
intraductal breast papillomas has been fostered by 
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pathologists who have reported observing cancer 
cells among the benign tumor cells. A Norwegian, 
Semb, who wrote a large monograph on cystic dis- 
ease of the breast, advised doing a radical mastec- 
tomy for these tumors, advice which fortunately has 
not been followed. If one erases from one’s mind 
all of the statements about these papillary tumors 
which are not firmly founded in fact, it will quickly 
be appreciated that there is little or no justification 
for most of the statements which have been made 
about them. For one thing, one should never draw 
conclusions by comparison; the tumors which arise 
in each part of the body are a law unto themselves 
and they should not be compared one with another. 
So far as the observations of other pathologists that 
they have recognized cancer cells among the papil- 
lary tumor cells is concerned, I can only say after 
careful study of all of our cases that in only one 
have I believed this might be possible. It is true 
that rarely there are found papillary carcinomas of 
the breast, but in these there is no certain evidence 
that they developed from pre-existing benign papil- 
lary tumors. The best proof of all, namely the 
demonstration by biopsy of a benign papilloma 
which later develops into a cancer is almost impos- 
sible to obtain because if the existence of a papilloma 
is proved microscopically it is always removed. 
However, in a recent study of our papillary tumors 
in conjunction with Haagensen and Phillips certain 
significant observations were made. A considerable 
number of our cases had had a discharge from the 
nipple presumably caused by the papillary tumor 
for many years but in none of these was there any 
evidence of malignancy when the tumor was re- 
moved. We feel, therefore, that there exists no evi- 
dence to indicate that the intraductal papillary 
tumors of the nipple zone are any more precancerous 
than is the case with any duct epithelial cells. Inci- 
dentally it may be of interest to you to learn that 
in not a single case of intraductal tumor locally 
removed by excision of the tumor and adjacent 
breast tissue in a wedge shaped mass with its apex 
in the nipple and followed five to fifteen years, has 
the woman developed a cancer in either breast. We 
feel that this is the proper treatment for this tumor.? 

There is another less common tumor in the breast 
which deserves mention because even today there 
is no general agreement as to its exact nature and 
probable behavior. This is the growth called cysto- 
sarcoma phyllodes. Clinically it develops in women 
chiefly of the middle and later years of life and 
tends to increase in size rather rapidly so that some- 
times in from six months to a year, it may form a 
visible nodular swelling occupying from one-half to 
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three-quarters of the whole breast. It is a sharply 
circumscribed or encapsulated growth and may be 
either solid or partly cystic. Microscopically it has 
the make-up of an adenofibroma usually of an intra- 
canalicular variety but its distinguishing feature is 
not in the epithelial elements but in the stroma 
which histologically looks like a sarcoma, either a 
fibrosarcoma or a liposarcoma.’ * What remains un- 
known about this tumor form is its degree of malig- 
nancy and the proper treatment of it. Our experi- 
ence at the Presbyterian Hospital concerns cases of 
this tumor form which have been treated in all ways, 
by simple and radical mastectomy, and by partial 
mastectomy and simple enucleation. The results 
have been as follows: of 15 patients, 7 were treated 
by radical mastectomy, 5 by simple mastectomy and 
3 by local excision. In no case in which the axilla 
was removed was there involvement of the lymph 
nodes. Five patients were lost to follow-up and one 
died after operation. Of the remaining nine patients 
one died four years after operation of other causes 
and the remaining 8 have been followed from five 
to nineteen years without return of their tumors. 

This experience has led me to believe that it is a 
relatively harmless neoplasm which can safely be 
treated by partial or complete mastectomy depend- 
ing upon its size, and that radical mastectomy is not 
necessary. I have supposed that these procedures 
succeed because the sarcomatous elements are con- 
fined within the tumor and will be completely re- 
moved with it. But this has not always been the 
experience of others who sometimes report metas- 
tases. Dr. Fred Stewart at the Memorial Hospital 
tells me that he regards it as a distinctly malignant 
growth although he agrees that partial or complete 
mastectomy is the proper treatment. Here then is 
a breast tumor, the exact nature of which is still 
something of a mystery and the proper treatment 
of which is still undetermined. 

An understanding of the histopathology of breast 
cancer is of very great help to the surgeon in the 
interpretation of physical signs of carcinoma and a 
profound knowledge of it is essential for the pathol- 
ogist if he is not to be led astray in diagnosis espe- 
cially of quick frozen sections. It will I hope be 
worthwhile for you if I indicate some of these. 
Carcinoma commonly grows in the breast by in- 
filtration of surrounding intact mammary tissue and 
its growth is accompanied by the formation of more 
or less scar tissue. The contraction of this scar 
tissue pulls upon the surrounding tissue and pro- 
duces deformity of the breast evidenced by dimpling 
or flattening of the skin, backward displacement of 
the nipple and often an elevation of the breast be- 
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cause of an attachment to the pectoral sheath which 
serves as a fixed and unyielding focus. These things 
are common knowledge. But one is apt to forget 
that cancer does not always grow in this fashion, 
Sometimes cancer grows without the formation of 
scar tissue in a rounded ball which may be sharply 
circumscribed. Such a tumor does not produce any 
of the classical signs of cancer and cannot surely 
be distinguished from a cyst or localized area of 
fibro-adenomatosis or cystic disease. Even grossly 
such a tumor cannot with certainty be recognized 
for what it is and proof remains for microscopic 
determination. Benign processes can produce physi- 
cal signs simulating cancer as I am sure you are 
aware. Fat necrosis and the nonlactational abscess 
without the usual signs of inflammation, a cold 
abscess burrowing forward into the breast from the 
ribs, localized cystic disease with marked adenosis 
and scarring and even rarely a benign tumor such 
as the granular cell myoblastoma® are all lesions 
which may give the physical signs of cancer. It is 
not possible for any one, no matter how experienced 
in gross diagnosis of breast lesions, always to dis- 
tinguish between benign and malignant. At the 
Presbyterian Hospital it is our practice to try to 
avoid error by the quick frozen section. If the 
pathologist cannot make the diagnosis by this 
method, we close the biopsy wound and wait for the 
paraffin section. By this means we avoid unneces- 
sary radical operations and do not jeopardize the 
chances of cure of the cancer case by the two or 
three days delay before the radical operation is 
completed. 

Carcinoma does not spread only by direct in- 
vasion through the breast tissues. It enters the 
lymphatics. The commonest result of this is well 
known to all as manifested by axillary lymph node 
metastasis. Statistically this is a serious complica- 
tion and reduces the chances of cure by about 40 
per cent. It is our custom to search out and examine 
microscopically every axillary node, for this yields 
important information. The greater the number in- 
volved the poorer the prognosis and also it is ex- 
tremely unfavorable if there is involvement of the 
highest axillary node or if an involved node is of 
very large size or if there is invasion of the axillary 
fat outside a node. Some breast carcinomas seem 
to have an unusual tendency to invade the breast 
subcutaneous and skin lymphatics. This may result 
in skin edema of the so-called pigskin or orange 
skin variety. Any degree of pigskin edema is a sign 
of advanced cancer and if more than one-third of 
the skin of the breast shows it, Haagensen and I° 
believe that the patient is incurable by surgery and 
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should not be operated upon. The most important 
reason for this is that distant metastases have almost 
invariably already taken place, but there is also the 
fact of widespread local invasion through lymphatics 
far beyond the area of edema. Because of this type 
of local lymphatic spread even a very radical mastec- 
tomy is generally followed by local recurrence. 
Lymphatic spread in the skin is responsible for 
producing cancer en cuirasse with its secondary 
nodules. 

A third method by which cancer spreads in the 
mammary gland is by way of the ducts. A majority 
of all breast cancers show intraductal involvement 
and it is very probable that the large majority start 
from duct epithelium. But in a few cases growth 
remains restricted to the ducts for a considerable 
period of time before they invade surrounding tis- 
sues. This is an involvement comparable to cancer 
in situ in the cervix uteri and other mucous mem- 
branes. Such tumors are generally called intraductal 
or comedone cancers and they are slower to metas- 
tasize than the common infiltrating variety. A rare 
variant of breast cancer with intraductal involve- 
ment is epidermophile. This grows up through the 
nipple ducts and spreads out centrifugally in the 
epidermis of the nipple areola and finally the sur- 
rounding skin if permitted to go so far, without ever 
leaving the epidermis. Wherever it goes on the 
surface it excites an inflammatory reaction and the 
combination produces the remarkable picture called 
Paget’s disease of the nipple. The important thing 
to remember about this lesion is that it is only an 
outward manifestation of breast carcinoma and 
should always be treated by radical mastectomy. It 
is possible to have an eczematoid inflammation of 
the nipple and areola without cancer. Consequently 
if physical examination fails to detect the cancer in 
the breast, the surface lesion should always be 
biopsied. This will never fail to make the diagnosis 
if it is Paget’s disease. 

The fourth way in which breast cancer spreads is 
by direct invasion of veins and capillaries. There 
is unfortunately nothing that can be done about 
this. If it has occurred before the cancer is excised, 
the patient is doomed. It is seldom indeed that 
one can find histologic evidence of this invasion so 
that it cannot be suspected from microscopic ex- 
amination. 

The histologic study of carcinomas of the breast 
alfords some guide to prognosis. If one compares 
the metastatic and five year symptom-free cure 
tate of certain tumor types with the over-all ratio 
for all breast cancers, it is found that some metas- 
tasize later and consequently have a higher cure rate 
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METASTATIC AND CURE RATES FOR CIRCUMSCRIBED, 
COLLOID, INTRADUCTAL, PAGET’S AND UNDIFFERENTI- 
ATED UNTYPED BREAST CARCINOMAS 


Axillary 5-Year Clinical 
Metastases Cures 
Carcinoma Type 
No. No. PerCent No. Per Cent 
Circumscribed ........... 80 31 38.75 57 71.3 
Re 3 30 6 60 
re 71 50.7 89 63.6 
5 33.3 8 53.3 
Undifferentiated of 
no special type ——... 156 120 77.4 30 19.2 
All carcinomas —_........ 467 262 56.1 228 48.8 
Table 1 


RELATION OF DEGREE OF DIFFERENTIATION OF BREAST 
CARCINOMA TO AXILLARY METASTASES AND 5-YEAR CURES 


Axillary 5-Year Clinical 
Metastases Cures 
Rate 
No. No. PerCent No. Per Cent 
Good differentiation _... 53 19 35.9 45 84.9 
Median differentiation —. 170 83 48.8 114 67.1 
Poor differentiation _.... 224 140 62.5 63 28.1 
All carcinomas —.......... 457 262 56.1 228 48.8 
Table 2 


and one type metastasizes earlier and has a lower 
cure. The circumscribed and the intraductal carci- 
nomas, for example, are more favorable types and 
the diffuse small cell carcinomas more malignant 
types. It is probable also that Paget’s disease and 
colloid carcinomas may be more favorable, but so 
far we have not accumulated information on enough 
of these rare cancer forms to be able to prove this 
(Table 1). Another method of estimating the de- 
gree of malignancy is by studying the degree of 
differentiation using the criteria of gland formation 
and mucin secretion as indicators. By dividing 
cancers into well and poorly differentiated with a 
third group intermediate between the other two, one 
finds a direct correlation between differentiation, 
axillary metastasis and curability (Table 2). There 
are other correlations such as size and duration from 
onset which statistically are significant, but any of 
these are of value only when applied to a group 
and one can never be certain about the individual 
case. It is for this reason that the rule in force at 
the Presbyterian Hospital is adhered to: if a breast 
tumor is a carcinoma and is clinically operable, it 
is treated by radical mastectomy. 
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PHOSPHOLIPID SYNTHESIS IN PATIENTS 
WITH CIRRHOSIS AND INFECTIOUS 
HEPATITIS* 


THE EFFECTS OF CHOLINE AND METHIONINE 
AS MEASURED BY RADIOACTIVE PHOSPHORUS 


By W. E. Cornatzer, Ph.D. 
and 
Davin Cayer, M.D. 


Winston-Salem, North Carolina 


The production in experimental animals of a 
pathologic picture of hepatic change resembling that 
seen in human beings with cirrhosis has stimulated 
interest in the pathogenesis and therapy of this 
disorder. In general, experimental animals given a 
diet low in protein, B complex vitamins, and lipo- 
tropic factors develop fatty infiltration of the liver, 
hepatic necrosis, and fibrosis.' It has also been 
demonstrated that sufficient intake of biologically 
adequate protein and choline will prevent such 
changes.” 

The clinical application of these findings in the 
use of a high protein diet for the management of 
human cirrhosis is now generally accepted and has 
resulted in a far better prognosis for such persons. 
In these persons the beneficial effect has been, in 
part, attributed to the lipotropic action of methionine 
and choline. It has been postulated that these sub- 
stances facilitate the removal of neutral fat from 
the liver by stimulating the turnover of phos- 
pholipids. 


It is now possible to measure the rate of turnover 
of phospholipids in the liver and plasma by the use 
of radioactive phosphorus. During the past two 
years we have studied the rate of phospholipid 
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North Carolina Baptist Hospital, Winston-Salem, North Carolina. 

*This investigation was supported (in part) by a research grant from 
the Division of Research Grants and Fellowships of the National 
Institutes of Health, U. S. Public Health Service. 

*The P® used in these experiments was obtained from the National 
Laboratories, Oak Ridge, Tennessee, on allocation from the United 
States Atomic Energy Commission. 
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synthesis in various primary and secondary liver 
disorders with and without the administration of 
the lipotropic agents choline and methionine. 


METHODS 


The method of study has consisted essentially in 
the intramuscular injection of radiophosphorus jn 
the form of NaH2POs, and the taking of blood 
samples routinely at 0, 24, 48, and 72 hours there- 
after. The radioactivity and phosphorus in the 
plasma lipids were determined and the rate of tur- 
over of plasma phospholipids (specific activity) was 
calculated. A more complete description of the 
method has been given elsewhere.* 


MATERIAL 


Three groups of patients were selected for study: 

(1) Control Patients—These consisted of 16 
ambulatory and hospitalized persons without evi- 
dence of organic liver disease or disturbed hepatic 
function. 


(2) Patients with Chronic Hepatitis (Laennec’s 
Cirrhosis). —These consisted of 10 hospitalized pa- 
tients all of whom had clinical and laboratory 
evidence of marked impairment of liver function. 
Approximately half of the patients studied had jaun- 
dice and ascites, and almost all gave a history of 
alcoholism and an inadequate dietary intake. 


(3) Patients with Infectious Hepatitis.—Five 
patients with this disease were studied on several 
occasions at two-month intervals, both with and 
without the administration of lipotropic substances, 
by serial liver function studies, and in many in- 
stances with multiple follow-up needle aspiration 
biopsies of the liver. 


RESULTS 


(1) Control Patients —It was noted early in the 
study that considerable individual variation in the 
rate of phospholipid synthesis occurs. For this 
reason it was deemed advisable to use each in- 
dividual as his own control by determining the 
baseline values before the lipotropic substance was 
administered. When this was done it was found 
that the rate of synthesis even over a period of four 
to six months remained quite constant.* This was 
true even when a large single dose of methionine or 
choline was administered to such patients at the 
beginning of the study (Fig. 1). 

(2) Patients with Chronic Hepatitis ——The rate 
of phospholipid turnover in patients having cirrhosis 
tends to be somewhat lower than that of normal 
individuals although the values are within the range 
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of variation for the control patients. Following an 
interval of continuous treatment for two to four 
months, repeat studies of phospholipid turnover in 
cirrhotic patients failed to demonstrate any increase 
in the rate even though both clinical and laboratory 
studies indicated marked improvement in the pa- 
tient’s condition.* If, however, at the beginning of 
treatment, a single dose of 10 grams of either choline 
or methionine was given to such a patient by oral 
or parenteral route, a demonstrable rise in the rate 
of phospholipid turnover could often be demon- 
strated (Fig. 2). The interpretation of these data 
as a demonstration of choline deficiency is discussed 
below. 

(3) Patients with Infectious Hepatitis—The 
initial rate of synthesis in patients with infectious 
hepatitis was also within the broad range found 
in control patients. The patients with infectious 
hepatitis, however, appear to differ from those hav- 
ing cirrhosis in that an initial large dose of choline 
or methionine did not evoke a stimulatory response 
(Fig. 3). 


DISCUSSION 


Phospholipids are found in all cells. They are 
synthesized widely throughout the body although 


PHOSPHOLIPIDE TURNOVER IN A NORMAL CONTROL(G.T.) 
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certain tissues such as the liver and _ intestinal 
mucosa have the highest rate of synthesis. Although 
phospholipid synthesis does occur in cells at diverse 
sites, for all practical purposes the plasma phos- 
pholipids are derived entirely from the liver. Hence, 
a study of the plasma phospholipid turnover pro- 
vides an accurate indication of what is taking place 
in the liver. The phospholipids in the liver may 
be choline-containing or non choline-containing. It 
is the choline-containing phospholipids which are 
chiefly concerned with the metabolism of neutral 
fat. When there is a deficiency of the nitrogen base 
choline, or chemical groups which are part of its 
precursors (as for example the methyl groups de- 
rived from methionine) an accumulation of neutral 
fat and fatty acids in the liver results, the so-called 
“fatty liver.” This condition may result not only 
from a lack of lipotropic substances but possibly 
from the introduction of competitors for methyl 
groups or methyl acceptors which thereby decrease 
phospholipid synthesis in the liver. Either sequence 
of events has been produced in experimental animals 
maintained on diets low in protein or by the addi- 
tion of competitors for methyl groups.°’ In these 
animals an actual increase in the rate of phos- 
pholipid turnover can be demonstrated both in the 
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liver and plasma following a single dose of choline 
or methionine’ °’ Such an effect is lacking in ani- 
mals maintained on adequate diets, indicating that 
phospholipid synthesis is already being carried on 
at an optimal rate.’ In other words, in experimental 
animals the stimulatory action is evident only when 
the supply of choline or choline precursors is 
deficient. 

Since the plasma phospholipids reflect the rate 
of synthesis in the liver, the rate of phospholipid 
turnover can be determined by injecting radioactive 
phosphorus as NaH2POs and determining the radio- 
activity of plasma lipids and total phospholipid 
phosphorus at selected intervals. The clinical 
efficacy of lipotropic agents in stimulating phos- 
pholipid turnover can be measured in similar fashion. 


We have demonstrated that phospholipid turn- 
over occurs at a variable rate in different control 
individuals although the rate for the same individual 
has been observed to remain relatively constant over 
periods up to six months, so long as his diet and 
stress or liver are unchanged. Repeated study of 
the same individual is therefore necessary in order 
to evaluate the effects of any specific therapy. In 
normal control patients maintained on adequate 
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diets, large doses of choline and methionine produce 
no change in the phospholipid turnover. 

We have also noted that an increase in phos. 
pholipid turnover can be demonstrated in the plasma 
of untreated human patients with chronic hepatitis 
following the administration of a large dose of 
choline or methionine. This effect is no longer 
apparent after a period of treatment. The deficiency 
of choline apparently does not recur so long as the 
high protein diet is maintained. 


The rate of phospholipid turnover in patients with 
acute hepatitis is not stimulated by a large single 
dose of lipotropic material. After clinical recovery 
has occurred, repeated study with radioactive phos- 
phorus reveals little change. In this respect, the 
findings resemble those noted in normal persons, 
perhaps indicating that the factors of fatty infiltra- 
tion of the liver or a deficiency of lipotropic sub- 
stances are not present. 

The importance of certain protein constituents 
and lipotropic substances in the production and pre- 
vention of liver damage in experimental animals has 
stimulated the use of these factors in the treatment 
of various forms of liver disease. The question as 
to whether or not such substances as choline and 
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methionine have any beneficial effect on the clinical 
course of either cirrhosis or infectious hepatitis is 
debatable although most therapeutic regimens em- 
phasize the importance of a diet high in protein. 
It is quite obvious that the evaluation of any single 
therapeutic agent in disorders varying widely in 
severity among individual patients or subject to 
improvement without specific therapeutic measures 
is difficult. Where a defect in phospholipid syn- 
thesis is present and a stimulatory effect can be 
shown following the administration of lipotropic 
agents, it would seem reasonable to assume that 
they are of potential benefit to the patient. We 
have been able to demonstrate such an effect in a 
number of patients having cirrhosis. This objective 
laboratory finding would be in keeping with the 
work of other investigators who felt that clinical 
improvement in patients with cirrhosis following 
the use of these substances was greater than might 
have been anticipated otherwise.® 

In the few patients with infectious hepatitis we 
have thus far studied, no increase in phospholipid 
synthesis was noted following the administration 
of lipotropic factors. This is in keeping with 


PHOSPHOLIPIDE TURNOVER 


numerous Clinical studies on infectious hepatitis 
where the administration of supplements of choline 
or methionine have apparently been ineffectual in 
controlling the duration of symptoms, jaundice, en- 
largement of the liver, or the period of hospitaliza- 
tion. This result might be anticipated since there 
is no good evidence that a reduction in protein 
intake is an etiologic factor in the development of 
this disease or that stores are rapidly depleted by 
the infection or by the reduction in food intake from 
the nausea and anorexia which is part of the disease. 

It is hoped that the further refinement of technics 
which are now available through the use of isotopes 
will make possible the study of other important 
fundamental functions of the liver and permit more 
accurate evaluation of our present forms of therapy 
and of prognosis. 


SUMMARY 


Liver disease may be induced in experimental 
animals by a variety of procedures which produce 
fatty infiltration and liver cell necrosis. The ad- 
ministration of methionine and choline in such ani- 
mals has been found to be both protective and 
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beneficial in promoting recovery. This effect, in 
part, has been attributed to a stimulation in the 
rate of phospholipid synthesis and removal of fat 
from the liver. 


Our studies to date indicate that no such stim- 
ulatory effect can be detected in normal human 
beings who are given a large dose of lipotropic 
material. 


An increase in the rate of phospholipid turnover 
can be demonstrated in many untreated patients 
with chronic hepatitis (cirrhosis) following a large 
dose of methionine or choline. This effect suggests 
that fatty infiltration of the liver or a relative lack 
of lipotropic agents may be present, and that such 
patients might be benefited by the administration 
of these substances. 


Patients with acute infectious hepatitis resemble 
more closely normal control persons in their re- 
sponse to lipotropic material since they fail to show 
an increased rate of synthesis following a large dose 
of choline or methionine. 


We wish to acknowledge the technical assistance of Dr. 
Clarence McMurray and Mr. Jesse C. Trott, Jr. 
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DISCUSSION (Abstract) 


Dr. A. C. Ivy, Chicago, Ill—As many of you probably 
know, in the dog you can remove approximately 75 per 
cent of the liver, and then obtain normal liver function 
tests by the usual test methods. However, if one does the 
timed Rose-Bengal test in the dog, one can detect an in. 
filtration of the fats into the liver when the liver contains 
only from 10 to 15 per cent of fat. Normally the liver 
contains only 4 to 5 per cent of fat. In other words, an 
increase of 100 per cent in the amount of fat in the liver 
is required before the increase can be detected by the timed 
Rose-Bengal test, which is a sensitive test as liver function 
tests are known today. 


Apparently the factor of safety in phospholipid synthesis, 
which is one of the some one hundred activities of the liver, 
is large, and the question which occurred to me in the 
presentation of this work is: what were the other clinical 
signs and symptoms in those patients with cirrhosis of the 
liver who manifested an abnormality in regard to phos- 
pholipid synthesis? Were they jaundiced, for example? 
Was the factor of safety in the liver of the patient so far 
used up that he developed a jaundice, and was that corre- 
lated with an abnormal phospholipid synthesis, or was there 
any other sign or symptom that might be correlated with 
abnormal phospholipid synthesis? It would be of interest 
to know whether an abnormal phospholipid synthesis is cor- 
related with other liver activities. 


Dr. Jerome S. Levy, Little Rock, Ark—Our clinical im- 
pression of the use of choline and methionine in the treat- 
ment of patients with liver disease has been that these two 
substances are of little, if any, benefit to the case of in- 
fectious hepatitis, whether it be the usual type of virus 
hepatitis or homologous serum hepatitis. On the contrary, 
in the treatment of some cases of cirrhosis of the liver, 
particularly in those cases we see shortly after or imme- 
diately after a spree, during which they drank a lot and ate 
very little, the use of these substances seems to be of some 
benefit, particularly in the first few days or week. At 
least that has been my personal impression in the clinical 
management of cases of this character. 

Studies such as those of Dr. Cayer and Dr. Cornatzer 
confirm this conception. In cases of hepatitis, either chronic 
hepatitis or cirrhosis, those which have fatty degeneration 
would be benefited by the early administration of these 
lipotropic substances, but in those without fatty changes 
their use is unnecessary. If fatty degeneration in the liver 
is a requisite for this increased phospholipid synthesis with 
mobilization of the fat out of the liver, then I think it is 
not necessary to give choline or methionine unless such 
changes are present. 

It would be of some additional value to us if these in- 
vestigators should get a needle biopsy of the liver prior to 
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and then repeat the biopsy twenty-four hours after giving 
choline or methionine, to determine whether an increase in 
the phospholipid synthesis can be correlated microscopically 
with any change in the amount of fat contained or de- 
posited in the liver. 

It is unfortunate that the radioactive phosphorus cannot 
be given on successive days, because I think we could also 
check the amount of phospholipid degeneration and the 
rapidity of the mobilization of fat out of the liver if this 
test could be done on repeated days or on alternate weeks. 
Two months’ time must elapse before the test can be re- 
peated because of the radioactivity of the material, and 
therefore such tests cannot be done. 


Dr. Cayer (closing) —The patients in whom this work 
was done represent for the most part individuals who have 
had a poor diet, and invariably a high alcoholic intake. 
We have studied fourteen of them. Twelve had marked 
enlargement of the liver. Seven were jaundiced, and seven 
had ascites. About one-third had palpable spleens, and all 
of them showed marked impairment of cellular function by 
the usual liver function tests. 

Certain facts, we believe, are evident in the work that 
we have reported. As Dr. Ivy has pointed out, even in the 
moribund patients, the phospholipid synthesis apparently is 
not greatly altered; in other words, phospholipid synthesis 
apparently represents a fundamental function of the liver 
and persists almost to the very end. For that reason we 
have found it necessary to compare studies in the same 
patient over a period of time, rather than groups of patients. 

An individual maintained on a normal diet, without com- 
plaints referable to the intestinal tract and, so far as we 
are able to detect, with unaltered liver function, shows a 
constant rate of phospholipid synthesis over periods up to 
six months. This is true even if a large dose of lipotropic 
material is given (10 grams of methionine or choline). 
We might anticipate this, since in all probability such an 
individual does not lack lipotropic factors. 

Our patients with cirrhosis, most of whom have marked 
enlargement of the liver, and half of whom are jaundiced 
and have ascites, have a rate of phospholipid turnover 
lower than that found in normal individuals, although it 
still falls within the range of variability for normal persons. 
Even when the cirrhotic patient makes considerable clinical 
improvement, he has essentially the same rate of turnover. 
li. however, at the onset of treatment, while decompen- 
sated, the patient is given a large dose of methionine or 
choline, a considerable difference in phospholipid turnover 
is noted, in that the initial response is considerably higher 
than the rate of synthesis which is found after a period of 
two months. 


When the patient is again studied, a large dose of lipo- 
tropic material will no longer produce this stimulatory 
tesponse. We interpret this as meaning that a deficiency 
oi lipotropic factors is no longer present, and hence the 
patient responds as does a normal individual. 

We studied a patient with infectious hepatitis who showed 
a response to lipotropic material. It is hoped that further 
investigation may afford some clue or understanding of the 
physiology and pathogenesis of the occasional instance of 
portal cirrhosis which develops in a person recovering from 
an attack of infectious hepatitis. 
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CORRELATION OF RESULTS OF LIVER 
FUNCTION TESTS AND LIVER BIOPSY 
IN HEPATIC DISEASE* 


By W. D. Davis, Jr., M.D. 
and 
HENRY LaurENs, Jr., M.D.* 
New Orleans, Louisiana 


Liver biopsy is continuing to occupy an important 
place in governing the interpretation of results of 
liver function tests and clinical impressions in the 
management of patients with hepatic disease. A 
preliminary report of our experience with liver 
biopsy appeared in 1946. Further experience gained 
in the application of these technics in 100 patients 
with hepatic disease forms the basis of this report. 
In the present study an attempt was made to deter- 
mine the agreement of information obtained from 
histologic examination of tissue and other laboratory 
studies in these 100 patients. The liver function 
tests used were in the form of a liver profile some- 
what similar to that originated by Watson? * and 
routinely included bromsulfalein excretion test (a 
5 mg. per kg. dose and the determination of a single 
45 minute specimen), serum bilirubin (both one 
minute and total value), urobilinogen excretion test 
during a two-hour period from two to four o’clock 
in the afternoon and cephalin-flocculation test. In 
special instances determinations of the albumin- 
globulin ratio, thymol turbidity, cholesterol and 
cholesterol esters, excretion of hippuric acid follow- 
ing the intravenous injection of sodium benzoate, 
prothrombin time and prothrombin response to a 
measured dose of vitamin K were also obtained. 
Liver biopsy was frequently added to this battery 
of liver function tests. The technic of biopsy used 
was that of blind liver puncture with a Silverman 
or Roth-Turkel needle, as previously described.! 


Table 1 shows the types of hepatic disease and 
the number of cases of each type included in this 
study. Serial biopsies were done whenever possible 
but consideration was not limited to those in which 
serial biopsies were done. In the 71 patients with 
cirrhosis, 117 biopsies were done, 28 of which were 


*Read in Section on Medicine, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 
Medical Society of Northern Kentucky, held in Cincinnati, November 
14-17, 1949, 

*From the Departments of Internal Medicine, Tulane University 
of Louisiana School of Medicine and the Ochsner Clinic, New Orleans. 


Fellow in Internal Medicine, Alton Ochsner Medical Foundation, 
New Orleans. 
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serial. The series of 71 patients is similar to other 
reported groups, being composed predominantly of 
men with alcoholism, and a few instances of post- 
hepatitic fibrosis and cholangiolitic cirrhosis. How- 
ever, the group is unique in that it includes a large 
number of extremely early lesions, which were pos- 
sible to detect because of routine performance of 
biopsy. The microscopic demonstration of invasive 
fibrosis together with bile duct proliferation, de- 
formation of hepatic lobules and hepatic necrosis 
was used as the criterion for cirrhosis. For the pur- 
pose of this study those patients in whom there was 
fatty metamorphosis were included in the group 
with cirrhosis. 


TYPES OF HEPATIC DISEASE IN 100 PATIENTS 
HAVING LIVER BIOPSIES 


Cases Biopsies 
Cirrhosis - 117 
Hepatitis - ; 12 18 
Extrahepatic obstruction 6 7 
Hemochromatosis - 8 
Hepatic vein thrembosis 2 9 
Brucellosis - 3 
Normal 4 


Table 1 
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Fig. 1 
Scattergram depicting relation between bromsulfalein and inflammation 
in cirrhosis and hepatitis (upper right), bromsulfalein and a 
changes in cirrhosis (upper left), and bromsulfalein and cephalin- 
flocculation and pathologic changes (below). 
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In an attempt to catalogue the relation between 
the microscopic changes and liver function abnor- 
malities, results of biopsy were graded from 0 to 4 
plus with respect to the pathologic changes of fatty 
infiltration, fibrosis, cellular infiltration or inflam- 
mation, and hepatic parenchymal necrosis and 
atrophy, and these were plotted against the results 
of the laboratory tests. There was slight correlation 
between bromsulfalein retention and inflammation 
(Fig. 1), cellular necrosis and fatty infiltration, and 
serum bilirubin with cellular necrosis and inflam- 
mation. The varying degrees with which each 
pathologic change was present in a given specimen, 
however, obviated any close correlation. Further 
scatter resulted from the tendency of the cephalin- 
flocculation value to increase to 3 plus or 4 plus, 
as the patient improved and the results of tests and 
biopsy returned toward normal. Consequently, the 
results of the liver function tests were checked 
against a total microscopic pathologic change, which 


Fig. 3 
Serial biopsy specimen and results of liver function tests in case of 
Mr. H. Pronounced inflammation with little fatty change in initial 
biopsy. (a) Disappearance as clinical course and results of laboratory 
studies returned to normal. (b) Second biopsy. (c) Third biopsy. 
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was obtained by the addition of a unit representation 
of the changes of fatty infiltration, necrosis, inflam- 
mation and fibrosis on a 0 to 4 plus basis. Thus, 
a patient with 1 plus fatty infiltration, 2 plus 
fibrosis, 2 plus cellular inflammation and 3 plus 
necrosis would exhibit a total of 8 pathologic units. 
By this technic fair correlation was demonstrated 
between the pathologic changes and serum bilirubin 
or bromsulfalein retention (Fig. 1). The albumin- 
globulin ration and serum albumin determination 
exhibited less significant correlations. In common 
with the observations of others,* © however, the rela- _ 
tion from patient to patient was not a close one 
although in serial studies of individual patients 
there was good correlation between diminution of 
pathologic changes and return of the results of liver 
function studies toward normal. These conclusions ae 
are well illustrated by the following cases: . 


The first case, Mrs. McK., white, age 51 years, had a 
classical acute exacerbation of alcoholic cirrhosis manifested 


Fig. 4 
Results of Jaboratory studies and serial biopsies in course of cholangi- 
olitic hepatitis. Initial biopsy (a, b) shows a good deal of cellular 
destruction as well as round cell infiltration whereas the second biopsy 
(c, d) shows considerable regeneration. 
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by ascites, edema of the ankles, jaundice, a large liver, 
pronounced bromsulfalein retention, negative reaction to the 
cephalin-flocculation test, reversed albumin-globulin ratio, 
and in the biopsy specimen presence of extensive fatty in- 
filtration, considerable acute inflammation and atrophy. 
Close adherence to a therapeutic regimen resulted in rapid 
resolution of the pathologic changes with corresponding 
alterations in the results of liver function studies (Fig. 2). 

The second case, that of Mr. H., showed a much more 
indolent response of similar functional abnormalities but 
without the advantage of rapidly mobilizable fatty infiltra- 
tion. Again, the disappearance of acute inflammation and 
cellular necrosis, and the occurrence of regeneration were 
associated with return of the results of function tests toward 
normal (Fig. 3). 


In the group with hepatitis 12 patients were in- 
cluded, 6 of whom gave a definite history of the 
transfusion of blood or plasma previous to the ill- 
ness. Application of the scattergram to the liver 
function tests and the summation of pathologic 
units revealed fairly close correlation between the 
albumin-globulin ratio, the serum bilirubin value, 
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Fig. 5 
Serial studies in an uncomplicated case of acute infectious hepatitis. 
Photomicrographs (a, b, c) show progressive return toward normal 
from a picture of severe parenchymal damage and are to be contrasted 
with the intact parenchyma of a case of extrahepatic obstructive 
jaundice (d). 
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Serial studies in case of hemochromatosis. 
pigment in second biopsy (c, d) and return of results of tests toward 
normal. 
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bromsulfalein excretion (Fig. 1), and to a lesser 
extent the cephalin-flocculation value. Attempts to 
correlate individual pathologic changes with the re- 
sults of liver function tests were unsuccessful, as in 
the group with cirrhosis. The reasons for this are 
again obvious in view of the presence of varying 
degrees of different pathologic changes, each of 
which is capable by itself of altering most of the 
determinations. An additional factor is that we have 
as yet no technic for assessing functional mass of 
hepatic tissue. In this group the disease followed 
the usual course of infectious hepatitis with most 
of the patients recovering within six to eight weeks, 
though in several there was a tendency for the dis- 
ease to become prolonged and exhibit microscopic 
changes of early fibrosis. 


Illustrative of the chronic cholangiolitic type 
with predominating evidence of obstructive lesions 
and concomitant changes in the specimens for 
biopsy and other laboratory studies is the case of 
Mr. D. who, it will be seen, did exhibit a tendency 


Fig. 6 
Note diminution of iron 
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toward development of cirrhosis. His illness fol- 
lowed administration of plasma. He was extremely 
jaundiced and presented laboratory evidence sug- 
gestive of extrahepatic obstruction. Histopathologic 
examination, however, revealed evidence of resolving 
infectious hepatitis (Fig. 4). In contrast, and illus- 
trative of complete resolution of acute sporadic 
hepatitis, is the case of Mr. H. (Fig. 5) who showed 
excellent correlation in the results of liver function 
tests. In opposition to these is the case of Mr. S. 
(Fig. 5d), who gave a history of epigastric discom- 
fort and fever followed by jaundice of four months’ 
duration. Liver function studies suggested extra- 
hepatic obstruction, and examination of the biopsy 
specimen obtained at operation substantiated this 
impression. 

From the standpoint of routine management of 
the patients with cirrhosis and hepatitis, after the 
diagnosis has been made and the course of therapy 
selected, biopsy usually offers little advantage over 
searching clinical evaluation and properly selected 


Fig. 7 
Serial studies in a case of acute brucellosis. Severe diffuse granu- 
matous lesion in photomicrograph from initial biopsy (a) shows 
gradual resolution in subsequent ones (b, c). 
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liver function tests. However, if there are peculiari- 
ties in the course or progression of the disease or 
if there is any doubt concerning the changes present, 
then biopsy is obligatory. In instances in which 
diagnosis is doubtful without microscopic visualiza- 
tion biopsy is, of course, indispensable. Illustrative 
of this are the following cases: 


Mr. W., a middle-aged white man with alcoholism pre- 
sented the usual history, and physical and laboratory evi- 
dences of cirrhosis. Histopathologic examination, however, 
revealed hemochromatosis (Fig. 6). In an attempt to 
mobilize the increased amounts of tissue iron, which is the 
apparent basis of this disease, we resorted to repeated 
phlebotomies. Again results of both serial biopsy and liver 
function studies showed concomitant regressive changes. 
An additional special instance is one of acute brucellosis 
(Fig. 7), in which again the profile of cirrhosis was present 
but the pathologic picture was one of diffuse granulomas 
with severe hepatic parenchymal destruction. 


CONCLUSION 


Although the pathologic alterations demonstrated 
by liver biopsy and information gained from the 
performance of liver function tests may show little 
statistical correlation in groups of patients, there is 
good correlation during the course of a given disease 
in a single patient. Results of liver function tests, 
when properly evaluated in accordance with the 
history and physical findings, may profitably be 
used to follow the course of hepatic disease. They 
must, in most instances, be supplemented by actual 
demonstration of the pathologic lesion for accurate 
diagnosis. 
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DISCUSSION (Abstract) 


Dr. Franklin B. Moosnick, Lexington, Ky—A year or 
two ago a discussion of liver biopsy usually resolved itself 
to a justification and a defense of the procedure against its 
antagonists, together with a listing of its clinical indications 
and contraindications. At present liver biopsy has assumed 
a position of being just another routine diagnostic procedure 
to be used in solving problems of hepatic diseases, rather 
than a clinical curiosity, and it is well that it should be 
that way. 


In attempting any correlation between function tests and 
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biopsy findings, one must first recognize that an attempt 
is being made to correlate physiology, an intangible and 
invisible factor, with pathology, which can be observed. 
The normal or abnormal metabolism and function of a cell 
cannot be observed under the microscope and, conversely, 
in an organ having the inherent reserve that the liver does, 
a great deal of pathology might well be present without any 
impairment of its normal physiology as evidenced by liver 
function tests. 

A major shortcoming is that as yet we have no technic 
for assessing the functional mass of hepatic tissue; conse- 
quently, I do not find it at all surprising that it is difficult 
to demonstrate any close relationship if the various path- 
ologic changes seen in the liver are plotted against the 
results of laboratory tests. 

Marked focal lesions, inflammatory activities well localized 
to the periportal areas, and extensive peripheral fibrosis, 
however impressive they may be, may produce little aberra- 
tion in the function tests because of the surrounding bulk 
of intact liver parenchyma. 

On the other hand, we must be aware that diffuse liver 
cell damage, even though relatively inconspicuous, will often 
produce marked abnormalities in the results of biochemical 
tests, because all cells are involved to some degree. 

Thus, a factor which militates against correlation on the 
scattergrams as presented, is the fact that, for example, 
2-plus diffuse cellular damage is given the same pathologic 
value as 2-plus localized portal fibrosis, while their effects 
on function are totally dissimilar. Another factor is that 
in a profile of liver function tests, we are assessing multiple, 
often unrelated functions, each of which might have an 
individual pathologic manifestation. 

A third dimension, as it were, must be added. If the 
various pathologic abnormalities were to be weighed in a 
very arbitrary manner to give added value to more gen- 
eralized lesions, even if not prominent, and to those in- 
volving the liver cells themselves, a closer degree of correla- 
tion on the scattergrams might be anticipated. 


Kinsell, on the other hand, attempted no direct com- 
parison of biopsy findings with liver function tests, but 
correlated the interpretation of both factors as to extent, 
activities, and duration of the hepatotoxic process, and 
found that the interpretations corresponded fairly closely. 


It is my feeling that the place for liver biopsy is not in 
the realm of a function test or as a control check over 
function tests, but rather as a diagnostic aid to be used 
in any case in which exact etiologic and pathologic diag- 
noses cannot be reached by other technics, and as a guide 
to prognosis and therapy. 


What may be expected therapeutically at a given time 
will depend upon the histologic state of the liver at that 
time and upon the accumulated amount of architectural 
damage, as compared with the degree of and capacity for 
parenchymal cell regeneration. In following an individual 
case through its course of therapy, it is of inestimable value 
in determining how long active strenuous therapy should 
be employed, a point which is always difficult to determine 
satisfactorily in any chronic disease. Consequently, one 
might say that therapy should be continued until the 
patient is clinically, biochemically, and histologically sta- 
bilized. 


Dr. Carl W. Kumpe, Covington, Ky—Drs. Schiff and 
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Berman from the gastric laboratory at the Cincinnati Gen. 
eral Hospital, at the Chicago meeting of the American 
Federation for Clinical Research recently summarized our 
attempts at correlation of liver function tests and needle 
biopsy in 79 cases of portal cirrhosis of the nutritional or 
postnecrotic types. 

An attempt was made to correlate liver function tests 
with activity of disease and extent of damage. By activity 
is meant the amount of active focal necrosis, liver cell re. 
generation, bile duct proliferation, and severity of inflamma- 
tion in the portal zone. By extent of damage is meant the 
amount of fibrous tissue present in relation to the amount 
of persistent apparently viable parenchyma. From their 
figures, 20 per cent of the cases with severe activity had 
normal cephalin-flocculation tests and 80 per cent were 
abnormal ; likewise 34 per cent of cases with severe damage 
had normal cephalin-flocculation tests and 66 per cent were 
abnormal. Essentially the same findings for correlation of 
thymol turbidity with activity and extent of damage were 
found. Although the correlation of activity and extent of 
damage seemed good when compared with the serum 
bilirubin determination, the findings represented only a few 
cases and a larger series would probably not give the 
apparent good correlation. Twenty-six per cent of cases 
with severe damage had normal serum bilirubin results. 


We believe that the bromsulphthalein test shows the best 
correlation with pathologic findings. There was a definite 
trend in the tabulated results which would lend validity to 
the figures of a fairly good correlation. Only 6 per cent 
of those with severe extent of damage had normal brom- 
sulphthalein tests. Thus we see that in general when some 
of the tests of the liver profile are markedly abnormal and 
indicate diffuse hepatocellular damage, needle biopsy will 
show abnormalities also. We have found no strict correla- 
tion, though, in an individual case, between specific liver 
function tests and any particular pathologic condition. In- 
deed, this exception stresses the value of needle biopsy of 
the liver. We have found no correlation between liver func- 
tion tests and patchy pathologic lesions. 


Drs. Davis and Laurens have presented some very inter- 
esting data and cases. Their experience with the case of 
hemochromatosis where the amount of iron in the liver 
regressed is unique. 


Dr. Robert C. Flipse, Miami, Fla—In our experience with 
liver biopsy in Queens General Hospital, in New York, we 
have had no difficulty. At Metropolitan Hospital, in New 
York, fatality was reported. The reason was never clear 
to me, and I want to ask Dr. Davis if there were any 
complications or mortalities as a result of this procedure. 


Dr. Donald F. Marion, Miami, Fla—I have only one 
question. I should like to ask if Dr. Davis meant to imply 
that the high bromsulphthaleins in jaundiced patients had 
any significance. I have been led to feel that if a patient 
cannot excrete bilirubin because of hepatic compression or 
disease one cannot reasonably expect him to excrete dye. 


In Dade County, three of us have done a total of 250 
liver biopsies within the past year. Three days ago we had 
our first death, which occurred four hours after the biopsy 
had been done. There was very little bleeding; a total of 
about 400 cc. It was done transpleurally. The only pos- 
sible explanation was that there may have been some sort 
of pleural shock involved in that particular death. 
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Dr. Davis (closing) —Although there is definite inter- 
ference with excretion of bromsulphthalein in a jaundiced 
patient, unless there is complete extrahepatic obstruc- 
tion, even in the presence of jaundice, the excretory mech- 
anism of bilirubin and bromsulphthalein is perhaps not 
exactly the same and may at some point diverge and the 
test might be worth while. 

Dr. Kumpe mentioned that in his series there were no 
serious complications. We have not been so lucky. We 
have had several definite episodes of intraperitoneal bleed- 
ing, have had to give transfusions, and in three instances 
have had to resort to surgical intervention to stop the bleed- 
ing. We feel it is better to look and be sure than not to 
look and be sorry. These accidents occurred in a much 
larger group of patients, however; our series included over 
four hundred patients in contrast to the series of one 
hundred in whom there were no complications from the 
procedure. 

From the standpoint of correlation of structure and 
function, again, I think we must agree that there is no 
strict correlation between structure and function or path- 
ologic and physiologic changes but we certainly can get an 
idea of one from the other. 


THE ROENTGEN DIAGNOSIS OF ABNOR- 
MALITIES OF THE ESOPHAGUS WITH 
SPECIAL ATTENTION TO SOME OF 
THE LESS COMMON LESIONS* 


By James B, Douctas, M.D. 
GERALD M. Peterson, M.D. 
and 
JosrepH C. Bett, M.D. 
Louisville, Kentucky 


The esophagus is one of the most heavily muscled 
portions of the gastro-intestinal tract and extends 
from the pharynx to the stomach. The proximal 
half follows the course of the spine upon which it 
lies. Below the level of the arch of the aorta it 
passes forward and to the left in a gentle curve to 
reach the esophageal hiatus in the diaphragm. It 
enters the anterior medial aspect of the stomach 
at the cardiac orifice. The trachea lies along the 
anterior wall slightly to the right of the proximal 
portion. The left main stem bronchus passes an- 
terior to the esophagus at the level of the fifth 
dorsal vertebra. The arch of the aorta is in contact 
with its left antero lateral aspect as it arches over 
the left main stem bronchus. Below this level the 
esophagus is bordered anteriorly by the left auricle 


*Read in Section on Radiology, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
aaa of Northern Kentucky, held in Cincinnati, November 14-17, 
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and enlargement of this chamber of the heart dis- 
places the esophagus posteriorly.! 

As in the remainder of the gastro-intestinal tract 
the muscular coat is made up of an inner circular 
and an outer longitudinal layer. The proximal por- 
tion consists of striated muscle and the distal portion 
of smooth. 

The narrowest portions of the lumen are at the 
cricopharyngeus muscle, the arch of the aorta and 
the diaphragmatic hiatus. There frequently is a 
slightly dilated region just proximal to the hiatus 
known as the phrenic ampulla. 


During the rapid and complicated act of swallow- 
ing, a bolus of opaque material passes quickly into 
and through the oral pharynx and upper end of the 
esophagus. It is, of course, not possible to palpate 
these structures. Because of these factors the accu- 
racy of diagnosis of small lesions and of minor 
disturbances in function in this region is less satis- 
factory than is possible in most other portions of 
the gastro-intestinal tract. 

Some control of the emptying of the distal end 
of the esophagus is possible by examining the pa- 
tient in the recumbent or Trendelenburg position 
or by having the patient hold a deep breath or per- 
form the Valsalva test. Because of the difficulties 
in examining the esophagus it is essential that the 
fluoroscopic observation be most detailed and accu- 
rate after adequate accommodation. Every effort 
should be made to obtain high quality films. 
Opaque mixtures of varying degrees of thickness 
may be used. We have found that pledgets of 
cotton soaked in a barium mixture are helpful in 
detecting small foreign bodies such as fish bones. 

Most of the abnormalities of the esophagus can 
be considered only very briefly in this presentation. 


Congenital Anomalies —The most significant of 
these are tracheo-esophageal fistulae, both with and 
without atresia of the esophagus. These are serious 
malformations and the former type at least is in- 
compatible with life for any appreciable length of 
time unless promptly diagnosed and surgically cor- 
rected. Ochsner? points out that it is desirable that 
this condition be diagnosed before the infant re- 
ceives its first feeding because of the danger of 
aspiration and suggests that a catheter should be 
passed into the stomach of all newborns. It is 
important that iodized oil rather than barium be 
used in the roentgen examination of these cases. 

Congenital anomalies of the great vessels such 
as retro-esophageal aorta or an aberrant innominate 
artery passing behind the esophagus may form a 
vascular ring about the esophagus and cause dys- 
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phagia (dysphagia lusoria). The effect upon the 
esophagus is usually not of primary importance in 
these cases. 


Diaphragmatic Hernias.— Many diaphragmatic 
hernias are associated with congenital abnormalities. 
Herniation of a portion of the cardia of the stomach 
through the esophageal hiatus is by far the most 
common type. This type of hernia is not associated 
with a congenitally short esophagus in the vast 
majority of cases. Care should be exercised so that 
the phrenic ampulla will not be mistakenly diag- 
nosed as hiatus hernia. The numerous other hernias 
which pass through normal foramina and congenital 
and acquired defects in the diaphragm will not be 
considered in this discussion. 


Diverticula of the Esophagus.—Diverticula of the 
esophagus are of two types. The pulsion type pre- 
sents posteriorly in the region of the cricopharyn- 
geus muscle. These diverticula may attain an appre- 
ciable size and interfere seriously with the swallow- 
ing function. Traction diverticula generally occur 
in the middle third of the esophagus most often 
close to the level of the hila and are usually sec- 
ondary to fibrosis and scar tissue contracture of 


Fig. 1 
Small pulsion (Zenker’s) diverticulum. Characteristic site of origin, 
through posterior aspect of mid-portion of cricopharyngeus muscle. 
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contiguous mediastinal structures. In most instances 
they are of no clinical significance. A transient 
appearance suggestive of esophageal diverticula 
(pseudo-diverticula) is sometimes seen but is of 
little importance except in differential diagnosis. 


Curling of the Esophagus.—In older persons one 
occasionally sees irregularities of outline that have 
been called “curling” because of the resemblance 
of the esophagus to a corkscrew. Templeton! has 
recently introduced a physiologic term “tertiary 
contractions” because he believes that nonpropa- 
gating constrictions which arise locally are the 
underlying cause of this peculiar contour. Shatzki® 
postulated the presence of adhesions which hold the 
walls apart as a peristaltic wave passes. This idea 
he based upon the facts that the irregularities are 
constant in site and frequently are associated with 
typical traction-type diverticula. Other observers 
have not found the constrictions to be related to 
peristalsis and several autopsied cases have shown 
no adhesions. In milder cases there is great varia- 
bility in the irregularities and they are transient. 
The severe cases show more constancy of form and 


Fig. 2 

“Curling” of esophagus. Moderate degree in a 56-year-old physician. 
Chest pain, simulating angina for two years. Some difficulty in 
swallowing. Tarry stools on several occasions during previous year. 
Some weakness. Complete blood count did not indicate any appre- 
ciable blood loss. FElectrocardiogram did not suggest occlusion. 
X-ray.—Definite delay in emptying of esophagus was seen fluoro- 
scopically. Marked degree of curled or corkscrew deformity of 
esophagus was constant in nature. 
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symptoms may be present. Fig. 2 is a film of a 
fairly marked type of “curling.” 


Achalasia—By far the most frequent disturbance 
in the function of the esophagus is achalasia (cardio- 
m). The exact mechanism of this abnormality 

is still the subject of some controversy. It is charac- 
terized by prolonged delay in the escape of material 
from the distal end of the esophagus into the 
stomach. The esophagus frequently becomes very 
markedly dilated and may retain large amounts of 
food, liquid and saliva. The dilatation is very much 
more marked than that encountered in carcinoma 
or any other type of esophageal obstruction. The 
constriction is smooth, concentric and invariably at 
the level of the hiatus. When the column of material 


Fig. 3 

Acrosclerosis, 40-year-old woman with onset of Raynaud’s syndrome 
in 1940. Beginning in 1941 she developed sclerosis of the skin of 
the hands with progressive involvement of hands, forearms, face, 
mouth, neck and feet, and onset of dysphagia in 1946, first when 
swallowing solids and then liquids. She had lived on goat’s milk for 

ee years. Dysphagia had persisted with constant burning in the 
lower substernal region. Films of the hands showed trophic changes 
of bones and soft tissues. Films of the esophagus showed dilatation 


Proximal to the area of moderate narrowing in the distal end of the 
esophagus. 
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becomes high enough, ordinarily at the level of the 
arch of the aorta, the distal end usually relaxes 
sufficiently to permit small spurts of material to 
pass into the stomach. As the name implies the 
condition is believed to be due to failure of the 
circular musculature (cardiac sphincter) to relax. 

Other conditions which might be considered as 
disturbances in function are Plummer-Vinson syn- 
drome, bulbar palsy, muscular dystrophy, myas- 
thenia gravis and globus hystericus (cricopharyn- 
geal spasm).* 

Acrosclerosis.—-Acrosclerosis is one form of the 
connective tissue diseases characterized by sclerosis 
of the skin. It is different from the other forms in 
that it begins with vasospastic phenomena similar 
to Raynaud’s disease and thereafter, early or late, 
sclerosis of the skin develops which is most marked 
in or largely confined to the hands, wrists and 
forearms; to the face, neck and upper chest; 
and to the lower extremities less often. The 
hands are frequently claw-like and skin ulceration 
may be present. Calcareous deposits in the finger 
tips often exude from the ulcers. Ten per cent of 
the cases of acrosclerosis and scleroderma have 


Fig. 4 
Acrosclerosis was first diagnosed in this 42-year-old woman in 1942. 
Cutaneous manifestations are now regressing. Dysphagia and epi- 
gastric discomfort are the most distressing symptoms at present. The 
illustration shows dilatation of the esophagus above the level of 
stricture. A large area of calcification in the left axilla is shown. 
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dysphagia. Of eighteen cases at the Mayo Clinic 
which had x-ray changes in the esophagus, seven had 
dilatation of the lower esophagus, seven had stric- 
tures just above the cardia and nine had shorten- 
ing of the esophagus with hiatus hernias of the 
stomach.' 


Early the fibrosis in the esophageal muscle results 
in impaired to absent peristalsis with delay in 
emptying, particularly of solid foods. Dilatation 
may occur. Cicatricial changes result in stenosis 
of the lower esophagus just above the phrenic 
ampulla or in shortening of the esophagus with 
retraction of the stomach through the hiatus. 

Films of the hands may show trophic changes in 
the fingers with loss of bone from the tufts and 
shafts of the distal phalanges. Calcium is often 
seen in the soft tissues. There is evidence of atrophy 
and sclerosis of the soft tissues. 


Inflammation of the Esophagus considering 
the inflammations of the esophagus, the sequelae, 
namely strictures, are more frequently the abnor- 


Fig. 5 
A pork bone is seen in the esophagus of an elderly man who is 
almost edentulous. The patient did not feel the foreign body in his 
mouth. He had sudden onset of substernal pain while eating. Heart 
disease was suspected but was not confirmed by subsequent findings. 
He had only mild discomfort while swallowing. He reported for 
x-ray examination only after four days of discomfort. 
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malities encountered by the radiologist than are 
acute changes. By far the commonest cause of 
stricture is the ingestion of corrosive foreign mate. 
rial, either accidently or with suicidal intent. The 
history, of course, usually indicates the etiology in 
these cases. 


Inflammation of the esophagus may be due to 
specific diseases such as scarlet fever, diphtheria, 
thrush, smallpox, measles or pemphigus. There are 
non-specific inflammations classified as follicular. 
exfolliative or leukoplakial esophagitis. Peptic 
esophagitis and peptic ulcer may occur. Because 
of the condition of the patient and the nature of 
the disease during its acute phase, the radiologist 
almost never has occasion to examine these patients 
at this time. Esophageal ulcer is a fairly rare condi- 
tion and in our experience usually requires esophago- 
scopic confirmation. 


Tuberculosis rarely involves the esophagus and 
then only in the presence of extensive pulmonary 
disease. Syphilis of the esophagus is also rare and 
the serum reaction and response to antiluetic therapy 


Fig. 6 
A small fragment of chicken bone is seen. After removal, a large 
piece of meat was found attached to the bone. The lower illustra- 
tion shows a pledget of cotton retained for thirty minutes at 
level from which a small fish bone was subsequently remov 
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dition there should be no fluid. The aspiration of 
saliva or gastric juice from the pleural space, of 
course, would make the diagnosis of perforation 
definite. 


Foreign Bodies.—Opaque ioreign bodies offer no 
particular problem providing they are large enough 
and dense enough to be seen on films. It is of some Pu 
interest to recall that flat objects such as coins 
invariably lie in the mid-coronal plane, whereas 
similar objects in the trachea lie in the mid-sagittal 
plane. Naturally foreign bodies most frequently 
lodge at the levels of the narrowed portions of the 
esophagus. 

Relatively nonopaque foreign bodies, especially 
small objects such as fish bones, are difficult to 
detect. We routinely obtain scout films especially 
of the cervical portion of the esophagus before 
opaque material is given. Secondary signs such as 
spasm and thickening of the adjacent soft tissues 
must be considered but these findings may persist 
after a foreign body has passed due to abrasions 
and reaction in the walls of the esophagus. We 
have found it helpful to have the patient swallow 
pledgets of cotton soaked in barium especially when 
searching for small sharp objects such as fish bones. 


Large nonopaque foreign bodies such as pieces of 

meat are swallowed at times, especially by elderly 

Large mass of chicken is impacted in the distal portion of the patient who wear dentures. Objects such as these 

esophagus. The patient gave a history of difficulty in swallowing quite frequently completely obstruct the lumen of 

for two years. Howcver, re-examination following removal of foreign ° ° 

material demonstrated no ea The econ shows —. the esophagus and the appearance sometimes simu- 

lete, abrupt obstruction. No opaque material passed the point o . . 

Gunroction during a period of one hour and forty-five minutes. lates organic obstruction secondary to a tumor. 


Close observation, however, usually indicates the 


are confirmatory findings in diagnosis. 
Actinomycosis may also involve the , 
esophagus. 

Abscesses and phlegmons are most fre- 
quently secondary to foreign bodies or 
perforations. The para-esophageal soft 
tissue mass and other changes in adjacent 
soft tissues are usually more impressive 
than any intrinsic abnormality. Culver 
and Clark* have reported that esophageal 
perforations into the pleural space offer 
a poorer prognosis than perforations 
higher up into the mediastinum. They 
Suggest that hydropneumothorax imme- 
diately following the sudden onset of 
chest or abdominal pain, accompanied by 
shock and collapse, is diagnostic of per- 
foration of the upper gastro-intestinal 
tract into the pleural space. They feel 
that spontaneous pneumothorax is the 
most important consideration in differ- Fig. 8 


; . af : * A large fungating mass protruding into the lumen of esophagus was subsequently 
ential diagnosis and say that in this con- Snaueaall to > due to poorly differentiated squamous cell carcinoma. 
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nature of the lesion. In these cases as well as in 
carcinomas and many other abnormalities, careful 
esophagoscopy by an experienced and skilled opera- 
tor is essential. In our work the x-ray examination 
usually precedes esophagoscopy. This probably is 
logical since roentgen examination is less strenuous 
and hazardous than esophagoscopy and in a high 
percentage of cases where negative, the latter may 
be omitted. The radiologist frequently can supply 
the esophagoscopist with valuable information and 
occasionally warn him of hazards to be encoun- 
tered. The direct examination has a number of 
inherent advantages including the taking of biopsies, 
detailed inspection of the mucous membrane and 
the removal of foreign bodies when present. 


Esophageal Varices——Esophageal varices second- 
ary to cirrhosis of the liver, thrombosis of the splenic 
vein or obstruction of the superior vena cava cause 
rather characteristic, tortuous filling defects. Tem- 
pleton! points out that these polypoid shadows are 
much more readily seen while the esophagus is con- 
tracting than in the relaxed condition. Performance 
of the Valsalva test is again helpful in some cases. 


Fig. 9 
An intraluminal mass of the proximal portion of the esophagus. 
The lower margin is delineated by air regurgitated. The mass was 
later proven to be due to squamous cell carcinoma. 
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A thick barium paste is more helpful in diagnosis 
than is the usual thin liquid. 

Diseases of the adjacent tissues, such as broncho- 
genic carcinoma and mediastinal tumors may affect 
the esophagus even to the extent of eroding through 
the walls. 


Neoplasms of the Esophagus. — Benign new 
growths, at least of any appreciable size, are much 
less common than are carcinomas. Regardless of the 
fact that a relatively small foreign body may com- 
pletely obstruct the esophagus, this organ can tol- 
erate fairly large slow growing tumors with little or 
no evidence of dysphagia. Benign tumors some- 
times develop very long pedicles and may occa- 
sionally be regurgitated.° 


Carcinomas most frequently involve the distal 
half of the esophagus. Infiltrating, constricting 
growth are much more frequent than polypoid car- 
cinomas. The roentgen appearance is characterized 
by irregular, fixed, eccentric narrowing. Insofar as 
possible an attempt should be made to demonstrate 
the length and distal end of a lesion as well as the 
proximal aspect. Carcinoma of the cardia of the 
stomach very frequently involves the distal esoph- 
agus and interferes with emptying. In any patient 
with dsyphagia or with a slight degree of dilatation 
of the esophagus, the stomach, especially the cardiac 
portion, should very carefully be examined. 


Thoughtful clinical evaluation, roentgen examina- 
tion and esophagoscopy are frenquently all essential 
in adequate care of these patients. Carcinoma of 
the esophagus is an insidious disease and dysphagia 
is frequently a relatively late symptom. It infiltrates 
adjacent vital structures quite early. Many of the 
other abnormalities may cause very distressing 
symptoms. The problems and difficulties briefly 
described here certainly offer a challenge which 
should stimulate us to thoughtful and meticulous 
care in our examinations. 


Comment. — Recent developments in_ surgical 
technic make early and accurate diagnosis of 
esophageal abnormalities imperative. 
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DISCUSSION ( Abstract) 


Dr. D. B. Harding, Lexington, Ky—Most of the common 
lesions of the esophagus are easily recognized. Diverticula 
and cardiospasm and carcinoma and lye strictures seldom 
are problems, although they may require careful study to 
prevent errors in diagnosis. I have not seen a case of 
acrosclerosis, but if I did, I suspect that I should call it 
carcinoma or inflammatory stricture unless I were told of 
the correct diagnosis before the x-ray examination was done. 


I have seen two patients recently who presented the 
typical x-ray findings of cardiospasm with complete ob- 
struction. Eventually these patients were found to have 
carcinoma of the stomach involving the cardia. Because 
of the obstruction it was impossible to examine the stomach. 
But this indicates that carcinoma of the stomach always 
should be considered when a diagnosis of cardiospasm is 
made. 

Hiatus hernia is always an interesting problem. I am 
never too happy about a diagnosis of the short esophagus 
type in which the cardia appears to be above the diaphragm 
with no angulation of the esophagus. Of course, if the 
mucosal pattern above the hiatus is typical of the gastric 
fundus, rather than the parallel folds of the lower esophagus, 
it must be a short esophagus. But even then I wonder 
whether this condition is of clinical significance and not 
just an incidental finding. Here is it important to examine 
the patient prone and in the oblique positions. You may 
find that the esophagus is not short, but that the lower end 
is obscured by the herniated portion of the stomach. 

The herniated pouch of a para-esophageal hernia may 
be difficult to fill with barium. Many times I have checked 
the cardia carefully during the fluoroscopic study and found 
no abnormality. But routine films made later showed an 
obvious hiatus hernia. One clue to this condition sometimes 
is seen at the beginning of the examination. If the esophagus 
shows a little angulation just before it passes through the 
hiatus, you should suspect a hernia and use all of your 
tricks in an effort to confirm the suspicion. 

Regarding nonopaque foreign bodies in the esophagus, I 
have a suggestion. Dr. Douglas says that he usually 
examines the patient before esophagoscopy is done. If there 
is a history of swallowing a bite of food with immediate 
complete obstruction, we think the endoscopic examination 
should be considered as the first procedure. We have seen 
a number of patients, usually older persons with upper and 
lower dentures, who have bitten more than they could 
chew, with disastrous results. One man swallowed part of 
a chicken gizzard and promptly developed complete ob- 
struction. An x-ray examination showed the bolus of food 
plugging the lower end of the esophagus, and barium out- 
lined the foreign body clearly. But the barium made re- 
moval of the foreign body many times more difficult. Since 
then Dr. Yates, who does the endoscopic examinations, has 
made every effort to keep such patients out of the x-ray 
department until after he has removed the foreign body. 
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Dr. Douglas (closing) —Dr. Harding was correct in em- 
phasizing the importance of carcinoma of the cardia of the 
stomach as a cause of moderate dilatation of the esophagus. 
Every effort should be made to examine this region care- 
fully in all patients with such a dilatation. 


As to whether patients should be referred first for x-ray 
examination or endoscopy, we see an appreciable number 
who do not eventually prove to have any organic disease. 
Most of the physicians, with whom we work, prefer the 
roentgen examination as the original procedure, since, from 
the standpoint of the patient, esophagoscopy is likely to be 
the more unpleasant and difficult of the two. The radi- 
ologist frequently can forewarn the endoscopist of hazards 
which may be encountered in a particular case. 

In our experience, esophagoscopists have not complained 
about interference from retained barium. 


CEREBRAL VASCULAR ACCIDENTS* 
TREATMENT BY STELLATE GANGLION BLOCKS 


By Paut W. Seartes, M.D.* 
and 
K. M.D.* 
Buffalo, New York 


Cerebral vascular lesions are the most common 
causes of generalized or focal disturbances of the . 
brain. Until recent years, therapy for the victims 
of the so-called “stroke” or “shock” was on an 
empirical basis, and this group of patients either 
died or survived with varying degrees of residual 
motor disability. Gradually, during the past ten 
years, a mode of treatment has evolved which has 
decreased both the mortality rate and the disability 
in cerebral vascular disease. The disease may be 
divided into two stages: the acute and the chronic. 
The acute stage consists of the premonitory period 
of headache, dizziness, drowsiness and mental con- 
fusion followed by the onset of paralysis of muscles 
of leg, arm, face, speech, or coma. If the patient 
survives this initial period, then he may have the 
chronic paralysis or muscle weakness with which 
to contend. 

The more common types of cerebral vascular 
lesions are cerebral thrombosis, intracerebral hemor- 
rhage, primary subarachnoid hemorrhage and cere- 
bral embolism. The relative frequency of these 
lesions varies with different reports. Autopsy find- 


*Read in Section on Anesthesiology, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 
Medical Society of Northern Kentucky, held in Cincinnati, November 
14-17, 1949. 

+Professor, Department of Anesthesia, University of Buffalo, School 
of Medicine, and Chief, Department of Anesthesia, Millard Fillmore 
and E. J. Meyer Memorial Hospitals, Buffalo, New York. 

tResident, Department of Anesthesia, Millard Fillmore Hospital, 
Buffalo, New York. 
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ings are invalid in this respect because of differences 
in mortality rates, whereas clinical diagnoses are 
also relatively unreliable. Cerebral thrombosis, how- 
ever, appears to contribute 40 to 60 per cent, cere- 
bral embolism 5 per cent, and intracerebral hemor- 
rhage 30 to 50 per cent.! 

The incidence of symptoms and signs varies with 
the type of cerebral lesion. These are briefly sum- 
marized in Table 1.2. According to Merritt,? coma 
is of greater frequency in intracerebral hemorrhage 
than in other common cerebral vascular lesions. 
Convulsions may occur with all these lesions. 
Emesis is more prevalent with intracerebral and 
primary subarachnoid hemorrhage. Headache is 
present in nearly all cases of subarachnoid hemor- 
rhage and is frequent with intracerebral hemorrhage. 
Cardiac enlargement and auricular fibrillation are 
prevalent in cases of cerebral embolism, as the latter 
is usually secondary to cardiac disease. Stiffness of 
the neck is quite constant with subarachnoid hemor- 
rhage. Bloody spinal fluid with pressure over 200 
mm. mercury is common with cerebral hemorrhage 
but relatively rare with thrombosis and embolism. 
Of the four types of lesions, intracerebral hemor- 
rhage has the worst prognosis. 


The treatment of patients with cerebral vascular 
accidents may be separated into two parts: first, 
in the immediate acute period and second, in the 
chronic stage of residual defects. Treatment in the 
acute stage consists of: 


(1) Skillful Nursing Care.—This is still probably 
the most important part of the therapy and consists 
of frequent positional changes, regular changes of 
linen to keep the patient dry, treatment of pressure 
points, oropharyngeal suction, careful urinary blad- 


Intracerebral Subarachnoid Cerebral Cerebral 
Hemorrhage Hemorrhage Thrombosis Embolism 
Per Cent Per Cent PerCent Per Cent 
erates 51 30 33 25 
Convulsions 15 15 7 9 
ee 50 50 16 25 
Hypertension __. 89 70 89 52 
Enlarged heart 60 60 90 
Auricular 
fibrillation __. Rel. rare Rel. rare Rel. rare 90 
Stiff neck Constant Rare Rare 
Pos. Babinski __. 25 25 15 15 
Leucocytosis a 50 50 10 10 
Spinal fluid 
pr. over 200 mm. Common Common Rare Rare 
Spinal fluid bloody 75 100 Rare 15 
Mortality rate — 40 35 25 30 
(1st attack) 
Table 1 
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der care, adequate fluids preferably orally if the 
patient is conscious or parenterally if not. Care 
must be taken not to “drown” the patient with 
excess fluids and saline. The cautious use of seda- 
tives and abstinence from opiates is imperative. 

(2) Lumbar puncture is of value as a diagnostic 
procedure in all cases and as a therapeutic measure 
in primary subarachnoid hemorrhage. 

(3) Antibiotics are important in decreasing the 
severity of the pulmonary, urinary tract and skin 
infections. 


(4) Neurosurgery may be necessary, for example, 
in the ligation of the ruptured vessel in certain cases 
of subarachnoid hemorrhage. 

(5) Anticoagulant therapy may be of value in 
preventing extension of the thrombus or additional 
emboli, and it may also help to prevent the forma- 
tion of thrombo-emboli in the leg veins, thereby 
preventing fatal emboli. 


(6) Oxygen therapy has been shown to help 
prevent or decrease cerebral anoxia and edema. 

(7) Vitamin K may be used in intracranial hem- 
orrhage although its use has not been shown to 
alter the outcome. 


(8) Decrease of intracranial pressure by dehy- 
dration with hypertonic sucrose or concentrated salt 
free albumin may be employed. 


(9) Papaverine and/or aminophylline are thought 
to act as vasodilators and help decrease the edema 
surrounding the lesion. 


(10) Considerable time has been spent in dis- 
cussing factors other than the one with which we 
are primarily concerned, namely: stellate ganglion 
block as a method of treatment. We have purposely 
done this as sometimes a new method of treatment 
is given overemphasis to the detriment of other 
methods of therapy. 


The first report of stellate ganglion block for 
hemiplegia was by Leriche and Fontaine’ in 1936, 
who presented two postoperative cases with re- 
markable regression of symptoms. The next report 
was by Mackey and Scott* who reported 19 cases 
of whom nine derived definite benefit. In 1948, 
Gilbert and de Takats’ recommended blocking the 
cervical sympathetic trunk with procaine on the 
side of the cerebral lesion to relieve the associated 
vasospasm and edema which accompany the vas- 
cular insult. They’ reported 121 patients differenti- 
ated into cerebral hemorrhage, thrombosis, and 
embolism between the years 1940-46 and compared 
their statistics with 25 patients on whom 57 cervical 
sympathetic blocks had been done (Table 2). They 
noted clinical improvement and a decrease in mor- 
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tality rate in cases of cerebral embolism. In cases 
of cerebral thrombosis, the patients improved symp- 
tomatically but the mortality rate remained essen- 
tially unchanged. Cases of intracerebral hemorrhage 
did not appear to be benefited by this mode of 
treatment. 

We have compiled a series of cases of cerebral 
vascular accidents in which we have compared a 
group of 55 patients on whom 127 stellate ganglion 
blocks were performed with a control series of 158 
patients (Table 3). In our series, the patients were 
completely unselected except that after some experi- 
ence with this type of therapy we decided not to 
block those cases which had grossly bloody spinal 
fluid as it did not appear to be beneficial and it was 
thought that this might increase the bleeding. 


Thirty-seven per cent of cases of cerebral embol- 
ism showed improvement with stellate ganglion 
block; of these, twenty-five per cent were excellent. 
In the control group no case showed complete spon- 
taneous remission of symptoms. Although the 
mortality rate was not greatly changed, most of 
these patients expired from their primary disease 
and pneumonia. 


Improved Mortality 

Cases No Per Cent Per Cent 
Embolism __...... 15 40 40 
100 10 
Hemorrhage _.. 53 9 77 
* 2 33 100 
53 38 24 
66 25 


*Cases with stellate ganglion block therapy. 

Criteria of Improvement.—Censciousness regained, speech regained 
or improved, motor improvement, flaccid paralysis abolished. These 
must appear within 10 minutes after production of a Horner's 
syndrome. 


Table 2 
Results 
Good Fair Poor Mortality 
Cases No. Per Cent PerCent PerCent Per Cent 
Embolism _....... 10 0 30 70 60 
*§ 25 12 62 50 
Hemorrhage __.... 28 3.5 0 96.5 75 
* 4 9) 0 100 25 
Thrombosis 
(recent) .......-.. 89 9 10 81 58 
29 16 58 35 
Thrombosis (old). 31 0 9 91 32 
* 3 0 43 57 0 


*Cases with stellate ganglion block therapy. 

Criteria of Improvement.—Good: Definite improvement of patient 
within 30 minutes of block with continued improvement. Residual 
disability less than 25 per cent. Fair: Definite improvement of 
patient within 30 minutes of block but residual disability 25-50 per 
cent. Poor: No improvement of patient attributable to block. Final 
residual disability greater than 50 per cent. 
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Table 3 


CASE REPORTS 


Mr. K. C., age 64 years, was admitted to the hospital 
on May 12, 1949 with the chief complaint of inability to 
speak and complete paralysis of the right side of the face, 
right arm, hand, and leg of six hours duration. The patient 
had known cardiac disease and on physical examination 
showed a blood pressure of 154/90 with enlarged heart 
and a definite arrhythmia. Paralysis of the right side of 
the face, arm, hand and leg was present. An electrocardio- 
gram showed auricular flutter. A left sided stellate ganglion 
block on May 12 produced immediate decrease in symp- 
toms. The arm, leg and facial paralysis faded rapidly and 
complete recovery of these muscles ensued. The aphasia 
showed no immediate change attributable to the block, and 
improved moderately over a period of time. Diagnosis 
was cerebral embolism. 


Probably our best results with stellate ganglion 
blocks were obtained in cases of cerebral thrombosis 
of recent origin in that 45 per cent of our 31 pa- 
tients showed improvement as compared with 19 
per cent of the control group and the mortality rate 
was reduced from 58 to 35 per cent. 


Mr. A. S., age 63 years, was admitted to the hospital 
on December 18, 1948 complaining of marked weakness 
of the left arm, hand and leg, difficulty in swallowing, and 
blurring of vision of 12 hours duration. The patient was 
a known hypertensive of moderate degree of several years 
duration. Positive findings on physical examination were 
a blood pressure of 150/88, ptosis of the left upper eyelid, 
difficulty in swallowing, marked motor weakness of the 
entire left side of his body, marked speech difficulty, 
positive Babinski on the left. Spinal fluid was clear and 
under no increased pressure. A right sided stellate ganglion 
block was done on December 18 and repeated on December 
19 with rapid and essentially complete clearing of symp- 
toms. On December 22, 1948, the patient noted the onset 
of weakness of the right side of his body which was con- 
firmed on examination. Stellate ganglion blocks were again 
done on the opposite with an equally good response. The 
patient returned home with no apparent residual symptoms. 
The diagnosis was cerebral thrombosis. 


The usual treatment of residual defects in the 
chronic stage consists of physiotherapeutic measures 
such as active and passive motion, massage and 
hydrotherapy. All the patients in the old or chronic 
group of cerébral thromboses selected for stellate 
ganglion block had shown no improvement of 
muscle function on this ordinary regime. Their 
cerebral vascular occlusion had occurred at least one 
month prior to stellate ganglion blocking. Forty- 
three per cent of these patients showed some im- 
provement attributable to the block therapy. We 
consider that this form of treatment was of value 
in that it decreased their disability and helped make 
these people productive citizens again. 


We used two approaches in blocking the stellate 
ganglion: the posterior and the lateral. In general, 
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we prefer the posterior approach as it appears to 
be safer. However, it was found that some patients 
were too critically ill or too difficult to place in 
correct position, so that the lateral approach was 
used as an alternate. 

A stellate ganglion block by the posterior route 
(Fig. 1)° is performed in the following manner: 
the patient is placed on his side with his neck 
acutely flexed. The most prominent vertebral 
spinous process at the base of the neck is considered 


Needle approach by the posterior route to eighth cervical and first thoracic and to stellate 
ganglion. (From Southworth and Hingson,® reproduced by permission.) 


Fig. 2 


Needle approach to eighth cervical and first thoracic posterior to the carotid artery and the jugular vein. 
Bones are copied from an x-ray film of a 20-year-old adult. Note that the articulation of the second rib 
lies above the clavicle. (From Southworth and Hingson,® reproduced by permission.) 
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to be the seventh cervical. A wheal is raised two 
and one-half centimeters lateral to the interspace 
between the seventh cervical and first thoracic 
spines. A needle is inserted perpendicular to the 
skin and advanced until bony contact is made with 
the transverse process of the first thoracic vertebra. 
The needle is then partially withdrawn and re- 
directed upward and medially and advanced ap- 
proximately one centimeter deeper than previously. 
One to two cc. of a 2 per cent procaine or a 1.5 
per cent “metycaine”’ solution js 
injected at this point with re- 
peated attempts at aspiration. In 
two to five minutes, an additional 
5 to 8 cc. are injected. The small 
test dose is used to prevent the 
infrequent but highly fatal com- 
plication of intraspinal injection 
at this level. A successful stellate 
block produces the well known 
Horner’s syndrome and a hot, dry 
arm and hand. 


In the lateral approach (Fig. 
2),° the anesthetic solution is de- 
posited anterior to the transverse 
process of the sixth or seventh 
cervical vertebra. The patient is 
placed in the supine position with 
a small pillow under the shoulders. 
The head is turned to the opposite 
side. The transverse proc- 
ess of the sixth cervical 
vertebra is now readily 
palpable and a wheal is 
made over this point. The 
needle is inserted through 
the wheal and is directed 
posteriorly, medially and 
inferiorly until the tip of 
the transverse process is 
contacted. The point of 
the needle is then cau- 
tiously advanced anteri- 
orly to slide over the 
transverse process at 
which point the injection 
is made as indicated 
above. The direction of 
the needle is important in 
that if it is directed ceph- 
alad, it may enter the 
vertebral artery or slide 
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between the transverse processes and enter the 
spinal canal. 

As complications of therapy, we encountered no 
cases of procaine sensitivity, no intravascular or 
intraspinal injections and no pneumothoraces. How- 
ever, these complications were carefully guarded 
against and we were prepared to treat them ade- 
quately if they had occurred. Treatment of a toxic 
reaction is best carried out by one who is familiar 
with resuscitation measures such as intravenous 
barbiturates, oxygen therapy, intratracheal intuba- 
tion and artificial respiration. 


DISCUSSION 


Numerous authors have questioned the presence 
and clinical significance of cerebral vasomotor 
nerves.’ Yet cerebral vessels are known to react to 
mechanical, thermal, chemical, and electric stimuli. 
Chase’ has elaborated fully on the neural mechanism 
in cerebral vascular injuries. Villeret and Cachera? 
photographed vasoconstriction of cortical vessels 
after experimental embolism with glass beads and 
were also able to show the abolishment of the vaso- 
constriction by cervical sympathetic block. Since 
this vasoconstriction occurs immediately after the 
vascular occlusion and also, since prolonged ischemia 
produces necrosis of tissue, best results should occur 
if the sympathetic block is performed as soon as 
possible after the cerebral vascular accident. 


SUMMARY 


(1) The clinical picture and differentiation of 
the common cerebral vascular lesions and their usual 
treatment has been summarized. 


(2) A series of 55 patients with cerebral vascular 
lesions treated with stellate ganglion blocks has 
been compared with an equivalent group in which 
this form of therapy was not used. 


(3) Stellate ganglion block was of value in the 
acute stage of certain types of cerebral vascular 
accidents, namely: cerebral thrombosis and cerebral 
embolism; and in the chronic stage of cerebral 
thrombosis. 
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DISCUSSION (Abstract) 


Dr. Seymour Alpert, Washington, D. C.—In our hospital 
we have been in the habit of doing stellate ganglion blocks 
for exactly the same conditions that have been discussed 
here, and our results are comparable. In the last three 
months Dr. Andrew G. Prandoni, of our medical staff, has 
tried intra-arterial injunctions of “priscoline,” and it has 
proven truly amazing. We get instantaneous results. We 
get a warming and drying of the skin immediately on the 
side injected, and this occurs very shortly on the other 
side too. A very small amount (0.2-0.5 cc. of 25 mg. per 
cc.) is injected directly into the carotid artery. 


Almost invariably we get an excellent result with the 
intra-arterial block. I mention it today hoping to hear of 
others who have had some experience in the use of “pris- 
coline” intra-arterially. 


Dr. R. M. S. Barrett, Clayton, Mo—tThe essayist has 
presented an excellent study of the treatment of apoplexy, 
by infiltrating the stellate ganglion. His technic, similar 
to Leriche’s, Ochsner’s and de Takats’, we refer to as the 
lateral, rather than the anterior. In 1943, Volpitto and 
Risteen introduced a modification of the lateral approach, 
by starting the needle anterolaterally, and after contact 
with the lateral aspect of the seventh cervical transverse 
process, bringing the needle into the true lateral position, 
to approach the ganglion. For the last thirty cases of 
aortalgia, we have used what we call the anterior technic. 
It was introduced by Patzer and Findley in 1945, as a treat- 
ment for herpes zoster. With the head hyperextended, the 
needle point is advanced posteriorly and in the sagittal 
plane, from a point 2 cm. superior to the insertion of the 
sternomastoid muscle at the clavicle, to a depth of 2.5 to 3 
cm. The trachea and the carotid artery should be palpated. 
The esophagus may be penetrated as it wanders to the left 
at this level, and transitory aphonia may occur, but this 
approach seems the simplest. Drs. Searles and Nowill should 
be complimented, not only on their ably presented observa- 
tions, but for calling our attention again to this invaluable 
technic. 


Dr. David Davis, Augusta, Ga—I wish to re-emphasize 
the fact that a test injection should be made. The stellate 
ganglion block, like many other blocks, is one in which 
there is potential danger. 

Where there is a very large service, and many persons 
are doing stellate ganglion and other sympathetic blocks, 
every year there will be occasional fatalities resulting from 
the indiscriminate injection of procaine. The fatalities are 
rare, but they do occur, and this re-emphasizes the im- 
portance of accuracy in placing the point of the needle, in 
making the test injection, in frequent aspiration and of any 
other precautions which may add to the success of this 
method while reducing its dangers. 


Dr. Searles (closing) —I have had no experience with the 
use of the drug “priscol” as a sympathetic blocking agent 
for this group of diseases. 
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As regards Dr. Barrett's discussion, especially concerning 
the use of “dolamin” for blocking the sympathetics, I 
might call his attention to a rather prevalent idea that 
“dolamin” is not supposed to work on sympathetic fibers. 
However, I have used “dolamin” (0.75 per cent benzyl 
alcohol, 0.75 per cent ammonium sulfate) for blocking the 
stellate ganglion in one patient with excellent results and 
there may be some justification in its use. 

We have always used the posterior approach for blocking 
the stellate ganglion as we feel that it is safer. We have 
used the anterior approach on a few occasions when the 
posterior approach was not feasible. 


Recently we have used a 10 per cent solution of phenol 
for a more lasting block of the lumbar sympathetics with 
satisfactory results. It is reported from England that a 10 
per cent solution of phenol will destroy the sympathetic 
fibers but will not affect the spinal motor or sensory fibers. 
We have not used phenol for blocking the stellate ganglion. 


I have tried to describe a safe procedure, so that those 
who use these technics will not have a fatality. If the 
method is dangerous it should not be used. Many times 
the medical men ask us why we do not teach the interne 
to do this? It is in just such instances that fatalities result. 
Only experienced and competently trained individuals 
should be allowed to perform these blocks 


ISCHEMIC INFARCTION OF THE 
PROSTATE GLAND* 


By H. Haynes Barro, M.D. 
HamMILton W. McKay. M.D. 
and 
PAUL KIMMELSTIEL, M.D. 
Charlotte, North Carolina 


Only in the recent past have pathologists learned 
to recognize infarcts of the prostate. Little is known, 
however, about the clinical significance of this lesion 
since it has not been correlated to the symptoma- 
tology of prostatism in a significant number of cases. 
In the present study of sixty-six cases we attempt 
to contribute to the clinico-pathologic correlation 
on a somewhat larger statistical basis. Our material 
also justifies conclusions concerning the frequency 
of its occurrence and a discussion of some problems 
of its pathogenesis. 


(1) Lesion—The lesion under consideration 
seems to occur only in hyperplastic prostates. It 
consists of discrete foci of coagulation necrosis in- 
volving epithelial elements, muscle, and connective 
tissue, and containing scattered areas of hemorrhage. 
The gross appearance is characteristic (Fig. 1). 


*Read in Section on Urology, Southern Medical Association, Forty- 
Third Annual Meeting, Asupices Campbell-Kenton County Medical 
ae of Northern Kentucky, held in Cincinnati, November 14-17, 
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One or several such areas may be found, usually 
spheroid in shape, measuring from a few millimeters 
to 2.5 cm. in diameter. They occur in all lobes of 
the prostate except those which are not involved 
in the process of hyperplasia. The foci of necrosis 
are always situated within the boundaries of hyper. 
plastic nodules, involving them partially or com- 
pletely. On the cut surface they appear yellowish 
or mottled yellowish-red and are surrounded by a 
hemorrhagic margin. They are firmer in consistency 
than the surrounding tissue and consequently 
slightly elevated above the adjacent cut surface. 
The normal architecture of the prostatic tissue is 
obscured within the area of necrosis. If the latter 
is situated near the surface of the enucleated portion 
of the prostate, the hemorrhagic margin can be 
recognized from the external surface. 

Upon microscopic examination a peculiar change 
of glandular epithelium is found in the marginal 
zone extending for some distance into the seemingly 
uninvolved prostatic tissue. This process has been 
referred to as epithelial metaplasia and will be dis- 
cussed later in detail. It suffices to say at this point 
that the epithelial changes have been observed in- 
variably in all of the reported cases and that we 
have noticed them in every instance of our series. 


(2) Frequency.—For those who have seen these 
so-called infarcts of the prostate it is difficult to 
understand why this lesion remained entirely un- 
noticed until 1933. We have not been able to find 
any record of it in the older literature, and Obern- 
dorfer,! in his complete review on the subject of 
pathology of the prostate in 1931, makes no refer- 
ence to ischemic necrosis. One of us first noticed 
the infarct of the prostate after fifteen years of 
experience in the field of pathology. Abeshouse’ 
recorded the first three cases in 1933. This report 
was supplemented by five additional cases in 1939 
by Culp.* Of the total of these eight cases, five were 
originally interpreted as carcinoma because of the 
presence of islands of metaplastic epithelial cells, 
but were re-evaluated as infarcts. Kasman and 
Gold* reported a single case in the same year. In 
1938 Hubly and Thompson‘ described ten cases 
confirming Abeshouse’s observation and then added 
three instances to their series in 1940.° Rogers’ 
reported two cases in 1947, and Roth’ described two 
instances in 1949 in which the diagnosis of prostatic 
infarct was made prior to operation. He also briefly 
referred to four additional cases found incidentally 
at autopsy. 


This brings the total number of reported cases to 
thirty. In this list is not included a preliminary dis- 
cussion of prostatic infarction which we published 
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in 1946° based upon the observation of thirty cases. 


In contrast to this conspicuous scarcity is 
Moore’s'! observation. He refers to infarct of the 
prostate as a frequent disorder in his classical studies 
on pathology of the prostate. In one of his articles!° 
he says that infarcts and healed infarcts occur in 
25 per cent of all hyperplastic prostates, and later 
estimates that they occur in one-fourth to one-half 
of all hyperplastic prostates. We fully agreed with 
Moore concerning the frequency of this lesion in 
our preliminary report, and we are now in a position 
to give more accurate figures. From 1941 through 
1948 in a total number of 352 surgically enucleated 
prostates we observed sixty-six cases with acute 
ischemic infarction. In our experience, therefore, 
the acute lesion occurs in 18.7 per cent of hyper- 
trophic prostates. Although the changes are often 
sufficiently characteristic to be recognized in frag- 
ments of transurethrally removed prostates, we have 
refrained from including these in our series. 


(3) Clinical Observations——The charts of the 
sixty-six cases to which we have just referred were 
analyzed and compared with the same number of 
arbitrarily chosen cases of prostatic hyperplasia 
which came to operation during the same period of 
time. The salient observations are summarized in 
Table 1. 


The analysis reveals little difference in age groups 
or duration of symptoms of prostatism. The num- 
ber of cases in which repeated prostatectomies 
proved necessary is likewise practically the same in 
both groups. There is a significant difference, how- 
ever, in the degree of hyperplasia. The average 
weight of the enucleated portions of prostates with 
infarction is nearly twice that of prostates without 
infarction. 

The comparative figures in these series, in our 
opinion, leave no doubt that acute urinary retention 
occurs very frequently in cases in which infarction 
is present in hyperplastic prostates. Several authors 
have noticed this relationship in isolated observa- 
tions or relatively small series. Our material seems 


66 cases 66 cases 
with infarcts without infarcts 
Per Cent Per Cent 
Average age (years)... 70.9 69.1 
Duration of symptoms (years). 4.6 3.2 
Acate retention { 803  180—=27.0 
Gross hematuria 32.0 == 48.0 12.0 == 21.0 
Previous transurethral prostatectomies. 8.0 == 12.0 9.0 = 13.0 
Weight of prostate in grams... 81.9 44.3 


Table 1 
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to be sufficient to conclude that acute urinary reten- 
tion occurs approximately three times as often in 
patients with prostatic hyperplasia with infarcts as 
without infarcts. Furthermore, a history of previous 
attacks of acute urinary retention is obtained almost 
four times as often in cases with infarcts as without 
infarcts. Finally, gross hematuria occurs about 
twice as often in the hyperplastic prostate revealing 
infarcts as in those without infarcts. 


In spite of these rather startling findings we have 
not been able to convince ourselves that the infarcts 
are responsible for either acute urinary retention or 
hemorrhage. 


Hubly and Thompson® found that some of their 
patients gave a history of acute urinary retention 
and postulated that this was related to the infarcts 
proper, that is, the increase of volume which occurs 
when coagulation necrosis of tissue takes place. 
Other authors, including ourselves, have accepted 
this hypothesis as a reasonable explanation for the 
acute retention. With increasii.g number of ob- 
servations, however, we begin to doubt the validity 
of this assumption. Many cases have come to our 
attention in which the volume of small, peripherally 
located infarcts in extremely large prostates could 
not account for enough swelling to result in urethral 
compression. Acute urinary retention occurred in 27 
per cent of our cases of prostatic hyperplasia without 
infarcts, which must be explained on a functional, 
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Fig 1 
Gross appearance of ischemic infarctions in hyperplastic prostate 
with rather marked hemorrhagic infiltration. 
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probably circulatory basis. It is likely that a similar 
mechanism takes place in the prostate with infarcts, 
particularly since they are twice as large. It does 
not appear necessary to assume an additional me- 
chanical factor of swelling from necrotic tissue. We 
rather visualize the relationship as one of parallel- 
ism. Infarctions are found more often in large 
prostates in which the chances for urinary retention 
are greater than in the smaller prostates. In the 
relatively rare instances in which the infarcts are 
of significant size, or hemorrhage into the areas of 
infarction is rather massive, they may precipitate 
acute obstruction. 


Hubly and Thompson® also concluded that scar 
formation resulting from infarcts is sufficiently ex- 
tensive to result in urinary obstruction. Our ob- 
servations have given no evidence to substantiate 
or disprove this hypothesis. 


Also, it appears doubtful that gross hematuria is 
directly related to infarction. The possibility cannot 
be denied, but infarcts are rarely found in close 
proximity to the urethra. Here again, the likelihood 
of gross hematuria increases simply with the degree 
of hyperplasia whether infarcts are present or 
absent. 


(4) Pathogenesis ——The term infarct implies that 
we are dealing with acute ischemic necrosis. The 
gross and microscopic findings indeed suggest a 
circulatory disturbance as its cause. Abeshouse? 
assumes that distortion of blood supply, probably 
due to hypertrophy, plays a part in the production 
of this lesion. He also mentions infection and in- 
strumentation as contributing factors. Infarcts have 
been observed incidentally, however, in autopsies 
without history of instrumentation, and from the 
records of our own cases it can be stated that 
infarcts have been observed in such cases in which 
there had been no instrumentation or massage. 
Extrinsic trauma, therefore, can be excluded as a 
significant factor in the pathogenesis of this lesion. 


Infection can likewise be ruled out. The inflam- 
matory infiltration of prostates with infarction is 
no more extensive or frequent than is commonly 
found in hyperplastic prostates. Rogers’ assumes 
that the blood supply of the prostate makes it 
peculiarly susceptible to infarcts, and Roth® speaks 
of arterial thrombosis, which may be readily initi- 
ated under these conditions. Direct proof of local 
circulatory disturbance, however, has not yet been 
given and its mechanism remains hypothetical. We 
have not been able to demonstrate thrombotic vascu- 
lar occlusion in several small lesions which were 
examined in serial sections. 
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The only indisputable conclusion which can be 
reached is that ischemic necrosis is directly related 
to the degree of prostatic hyperplasia. Our tabula- 
tion shows that the average weight of enucleated 
prostates with infarcts is almost twice that of hyper. 
plastic prostates without infarction in a comparable 
series. If any reliance can be placed upon the 
clinical history, it may be of significance that the 
doubled weight was reached during a period which 
can, at best, be estimated to be one and one-half 
times as long. This suggests that infarctions are 
more apt to occur in prostates with a more rapid 
rate of growth. 


(5) Significance of Regenerating Epithelial Dys- 
plasia. (A) General Comments.— The peculiar 
change of glandular epithelium to which we have 
previously referred is of practical importance for 
two reasons. In the first place, it has been erro- 
neously interpreted as carcinoma, and in the second 
place, it has been taken as evidence of healed infare- 
tion. In a preliminary report one of us suggested 
that the epithelial changes were degenerative in 
nature, possibly due to oligemia. Further studies 
have convinced us, however, that this interpretation 
is erroneous. 

The most common finding is that of multiplica- 
tion of cell layers. The normal acinar lining is re- 
placed by polygonal and spindle-shaped cells, the 
latter arranged in a radiating fashion. The basal 
layer may be absent, or the innermost layer may 
appear cuboidal in shape and the epithelial cell 
proliferation may completely obliterate the lumen 
(Fig. 2). 

In this most common form of hyperplasia the 
epithelial elements cannot be identified as squamous 
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Fig 2 
Epithelial dysplasia. Multiplication of cell layers arranged in radi- 
ating fashion. The epithelial cells cannot be identified as stratified 
squamous epithelial cells. 
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be epithelial cells; they do not show intercellular 
ited bridges or keratinization, and Krompecher!? has 
ula- introduced the term “regenerating epithelial dys- 
ited plasia” for this process. We likewise hold that it 
Der- should be distinguished from true metaplasia which 
ible occurs occasionally. Islands of true stratified squa- 
the mous cells are not found very often and our experi- 
the ence confirms Oberndorfer’s! observation that true 
ich metaplasia is relatively rare. The process of dys- 
lalf plasia may blend imperceptibly into a more or less 
are complete transformation into cells resembling strati- 
pid fied squamous epithelium. Nevertheless, as we shall 


(Figs. 3 and 4). 


for Islands of dysplastic epithelial cells have been 
r0- noted so frequently in the prostate of elderly men 


Fig. 3 


and keratinization cannot be demonstrated. 


Fig. 4 
True stratified squamous epithelial cell metaplasia. 


point out in the discussion on the differentiation of 
these cell nests from carcinoma, the distinction be- 
tween dysplasia and metaplasia is of practical value 


Epithelial dysplasia. The epithelial cells resemble more closely those 
of stratified squamous epithelial cells, although intercellular bridges 


that Oberndorfer' predicted they would be found 
in the prostate of every elderly man if complete 
serial sections could be made. They are more con- 
spicuous, and invariably present, in the marginal 
zone of infarcts. 

The cause of epithelial dysplasia or metaplasia is 
as yet not clear. It is definitely known that estrogen 
can produce this phenomenon along with fibrous 
and muscular thickening. The histologic changes 
are reversible, apparently depending upon estrogen- 
androgen level.'5 It is difficult, however, to get 
away from an additional, local, irritating factor. 
Most authors in the past have commented upon the 
proximity of the inflammatory foci to areas of 
epithelial dysplasia or metaplasia, which led them 


Single focus of inflammation in wall of dilated acinus. Arrow marks 
area seen under high power in Fig. 6. 


Fig. 6 


Changes of epithelial cells closely resembling true metaplasia in 


single area overlying inflammatory infiltration. 
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to assume that an inflammatory factor is involved 
in the pathogenesis of metaplasia not dissimilar to 
that in other organs (Figs. 5 and 6). In addition 
we have observed epithelial metaplasia in close 
proximity to cystically dilated necrotizing glands, 
the lumina of which were filled with desquamated 
epithelium and debris (Figs. 7 and 8). Focal 
oligemia or anoxia may likewise play a role since 
Moore has observed in animals the occurrence of 
epithelial metaplasia secondary to experimentally 
produced infarcts. 


(B) Differentiation from Carcinoma.—The fact 
that these islands of dysplastic epithelial cells can 
give rise to the erroneous diagnosis of carcinoma 
has been well demonstrated in the series from Johns 
Hopkins. We discovered similar errors in our own 
series after we became cognizant of the existence of 
infarcts. The distinction between regenerating dys- 
plasia and carcinoma encounters no difficulty dur- 


Fig. 7 
Cystically dilated acini filled with debris. Arrow marks area seen 
under high power in Fig. 8. 


Fig. 8 
Single area of epithelial metaplasia in cystically dilated acinus. 
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ing the acute phase of the lesion if one is familiar 
with the invariable presence of epithelial dysplasia 
with ischemic necrosis. However, if islands of re. 
generating dysplastic epithelial cells are found un. 
related to foci of necrosis, the evaluation may be. 
come extremely difficult. Actively proliferating 
nests and strands may give the impression of an 
infiltrating growth. Moore points out that there js 
relatively little danger of confusion since such 
islands are frequently found in the prostate of 
elderly men, whereas, squamous epithelial cell carcj- 
noma is extremely rare. We fully agree with this 
statement if applied to true metaplastic squamous 
cells. More often, however, we are dealing merely 
with regenerating dysplasia and must rely entirely 
on cytologic evidence of anaplasia. If true meta- 
plasia occurs, carcinoma should be diagnosed only 
with great reluctance, infiltration beyond the physi- 
ologic boundaries of the prostate being the safest 
criterion. It is for this reason that we believe that 
a distinction between dysplasia and metaplasia js 
indicated. 


(C) Healing of Infarcts—Moore has postulated 
that the islands of metaplastic epithelial cells about 
infarcts persist for long periods of time, at least as 
long as healing requires. Consequently, he regards 
solid or acinar islands of metaplastic epithelial cells 
within foci of dense connective tissue as sequelae to 
infarcts. 


This point is well taken since observers in the 
past have apparently paid little attention to the 
tissue surrounding the epithelial nests, and since 
the absence of muscle may indicate the formation 
of a scar. In our own experience we have found 
dysplastic epithelial cells more often in the inter- 
stices of smooth muscle and less often within a zone 
of dense collagenous connective tissue. 


Whether muscular elements around epithelial cell 
nests have disappeared because of previous infarcts, 
inflammation, or atrophy cannot be determined at 
the time this stage has been reached. If we consider 
the fact that epithelial dysplasia may result from 
a variety of underlying causes, we may conclude 
that such nests within connective tissue are com- 
patible with sequelae of healed infarcts, but may 
likewise be a result of other destructive processes. 


Under any circumstances, however, it remains 
difficult to explain why the epithelium, the most 
vulnerable tissue element, should survive the longest. 
In keeping with general concepts of pathology, it 
appears to us more reasonable to interpret the 
islands of epithelial cells as evidence of regenerating 
dysplasia, penetrating from the vital surrounding 
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portions into an organizing granulation tissue or 
jnto a scar. Supporting evidence for this concept is 
the occurrence of mitotic figures and proliferating 
cells (Fig. 9). Although not frequent, they have 
been described and we have noticed them occa- 
sionally. Oberndorfer mentioned mitoses in three 
out of seven cases. 

The following concept therefore appears reason- 
able: if dysplastic or metaplastic epithelial cells 
appear in the interstices of muscle, the process may 
have resulted from hormonal imbalance. If similar 
islands of epithelial cells, however, are found within 
a zone of collagenous connective tissue, it must be 
assumed that a focal destructive process has taken 
place, resulting in disappearance of muscle and re- 
generating dysplasia of adjacent glandular epithe- 
lium. 

SUMMARY 

(1) In 352 cases of hyperplastic prostates, sixty- 
six instances of infarction were found, constituting 
a frequency of 18.7 per cent. 

(2) In cases of prostatic hyperplasia with infarcts 
it is found: 

(a) that the average weight is about twice that 

of prostatic hyperplasia without infarcts. 

(b) that history of acute urinary retention is ob- 

tained four times as often as without infarcts. 

(c) that preoperative acute urinary retention 

occurs three times as frequent as without 
infarcts. 

(d) that gross hematuria is observed twice as 

often as without infarcts. 

(3) The pathogenesis of infarcts and related 


Fig. 9 


Regenerating epithelial dysplasia showing evidence of proliferation 
With mitotic figure. 
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epithelial. changes is discussed, re-emphasizing the 
distinction between epithelial dysplasia and meta- 
plasia. 


(4) The significance of epithelial dysplasia in the 


differential diagnosis from carcinoma and as evi- 
dence of healed infarcts is analyzed. 


- Henke and Lubarsch: 
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DISCUSSION (Abstract) 
Dr. Nelse F. Ockerblad, Kansas City, Mo.—The statement 


that ischemic infarction occurs only in hyperplastic prostatic 
enlargement is interesting. 


Reviewing a considerable number of slides of sections of 


prostates removed by enucleation one can agree with the 
writers that the lesion under discussion is a quite common 
one. It is of more than passing interest that it is of more 
frequent occurrence in the presence of gross hematuria and 
with acute retention of urine. This latter, of course, is a 
new observation. 


with carcinomatous changes is highly significant. 


The point regarding the possible confusion of this lesion 
All urol- 


ogists who have done prostatic surgery over a long period 
of time have been embarrassed by a pathologic diagnosis of 
carcinoma when upon careful review at a later period these 


suspicious 


lesions or cell nests proved to be ischemic 


infarctions. 


enlightened upon my pathology. 


The conservatism of this paper is to be commended. 


Dr. Monroe Wolf, New Orleans, La—I should like to be 
In my experience there 


has been pain associated with infarcts, and elevation of 


temperature, usually followed by necrosis. 


I should like 


to ask Dr. Baird and Dr. Kimmelstiel whether any symp- 
toms are associated with the onset of these conditions, how 
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much necrosis was involved, and what were the microscopic 
findings ? 

Dr. Kimmelstiel (closing) —I am not familiar with the 
frequency of pain and fever in these cases. I am sure, how- 
ever, that neither is consistent. Furthermore, it is not 
possible to draw definite conclusions since the size of 
infarcts in relation to the size of the prostate is extremely 
variable. In some of the cases the infarcts are relatively 
small. 


I am glad to hear that Dr. Helwig has seen these infarcts. 
The term, infarct in the prostate, or a description of this 
lesion, to my knowledge does not appear in any of the 
textbooks of pathology before Anderson and Herbut’s text- 
book which came out during the past year. 


Dr. Baird (closing)—In answer to Dr. Wolf’s question 
concerning pain: when we started this work, that was one 
of the factors which we looked for. It was so inconsistent 
and indefinite that discussion of it was omitted from the 
paper. 


ACUTE SINUSITIS WITH ORBITAL 
CELLULITIS* 


By W. Raymonp McKewnzig, M.D., F.A.CS. 
Baltimore, Maryland 


One of the most striking diseases which comes 
under the care of the rhinologist is an acute sinusitis 
complicated by orbital cellulitis. The appearance of 
the patient is sometimes astounding yet he may not 
appear or feel ill, and may walk into your office 
(Figs. 1, 2, and 3). 

Most of us have been taught that the disease 
occurs more frequently in children and young adults. 
My experience shows about equal distribution 
through all ages. In the past ten years 9 cases have 
come under observation. The youngest was a girl 
of 9, the oldest a man of 54, three were in their 
teens, one 25, one 36, and two past 40. The right 
eye was involved in 4 cases, the left in 5. There 
were 5 males and 4 females. 

Extension into the orbit is either by erosion 
through the bony wall or along the pathway of the 
vessels and nerves. It may be a primary involve- 
ment of the sinuses, or an acute infection engrafted 
upon a chronic sinusitis. Ninety per cent of the 
cases are secondary to ethmoidal sinusitis; the other 
ten per cent from the frontal, sphenoidal and maxil- 
lary sinuses in the order named. 


The onset may be insidious or with lightning-like 


*Read in Section on Ophthalmology and Otolaryngology, Southern 
Medical Association, Forty-Third Annual Meeting, Auspices Campbell- 
Kenton County Medical Society of Northern Kentucky, held in Cin- 
cinnati, November 14-17, 1949. 
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rapidity, depending upon the virulence of the attack. 
ing organism, and the degree of obstruction to 
ventilation and drainage of the involved sinuses. 
The temperature may vary from normal to 103° 
or more. 


The usual history reveals a cold or influenzal 
attack which progresses rather violently. There js 
profuse purulent nasal and postnasal discharge, 
sometimes tinged with blood. There is pain in and 
around one or both eyes, which is more severe on 
one side, followed very promptly by swelling and 
redness of the eyelids, beginning in the upper lid, 
then spreading to the lower lid with marked edema 
of the palpebral and bulbar conjunctiva, which be- 
comes progressively worse, until proptosis, limita- 
tion of motion and diplopia develop. At this stage 
in the disease the pain in the eye is very severe 
with extreme tenderness to even the slightest touch. 
If proper treatment is not quickly instituted corneal 
ulcer, orbital abscess with destruction of the eyeball, 
or extension to the cranial cavity will undoubtedly 
ensue. 


Examination of the nose reveals a swollen mucosa 
with a stream of pus flowing from the middle fossa. 
In the older patients, the septum is always markedly 
deviated to the involved side, and is undoubtedly 
a major factor in the etiology. In the younger in- 
dividuals, the septal deviations may or may not be 
so exaggerated. The naso-pharynx is filled with pus 
and a stream of pus is noticeable along the lateral 
pharyngeal wall on the involved side. Transilluni- 
nation reveals clouding of the sinuses more marked 
on the involved side. X-ray generally shows in- 
volvement of the sinuses with a distinct difference 
of the ethmoid and antrum of one side. The frontal 
sinus is rarely involved. As a matter of fact, disease 
of the frontal sinus is rather uncommon when con- 
pared with the frequency of disease in the other 
sinuses. 


DIFFERENTIAL DIAGNOSIS 


Cavernous sinus thrombosis must be considered 
as the most important disease in differential diag- 
nosis. Here, however, the patient is usually des- 
perately ill, and looks it. The fever is constantly 
elevated and of the septic type. Both eyes are 
usually involved although one eye may be worse 
than the other. Blood cultures are usually positive, 
because we have a generalized infection resulting 
from a known focus situated anywhere about the 
face, nose, throat or ear, while ethmoiditis with 
orbital cellulitis is a localized infection. X-ray of 
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the nasal sinuses in cavernous sinus thrombosis may 
be negative unless of course the disease complicates 
an operation upon the sinuses. 


TREATMENT 


Adequate intranasal drainage of the sinuses is 
the prime factor in treatment. It is usually not 
necessary to establish drainage externally either by 
incision into the orbit or into the ethmoid. If the 
septum is not impinging against the middle turbinate 
too tightly, the turbinate can be refracted medially 
and the ethmoid cells completely and safely exen- 
terated beneath that body. The middle turbinate 
should never be removed as it is our only protection 
against injury to the cribriform plate. If the septum 
is badly deflected and refraction of the turbinate 
js not possible or does not give sufficient exposure 
or working space, it should be resected. If the 
maxillary sinus is involved, it should be opened 
widely underneath the inferior turbinate to assure 
adequate drainage, and to make postoperative treat- 
ment comparatively comfortable and easy. In the 
younger patients this is a most important factor 
because if the child knows he is not going to be 
hurt much, he will be more cooperative in sub- 
mitting to the necessary treatments. The sulfonam- 
ides and penicillin have been an invaluable aid 
in combating the infection and shortening the con- 
valescence. They should be started as soon as the 
patient comes under observation and given until 
all signs of the disease have disappeared. In the 
milder cases suction combined with the antibiotic 
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drugs will be quite satisfactory. I realize there has 
been some adverse criticism of so-called massive 
suction, but if it is used carefully it cannot be 
harmful. I have been using it for more than thirty 
years and have never seen any untoward results. 


SUMMARY 


(1) Acute sinusitis with orbital cellulitis occurs 
rather infrequently as revealed in this report of nine 
cases occurring over the past ten years. 


Fig 2 
Twenty-five-year-old male with right orbital cellulitis of three days 
duration, complicating an acute exacerbation of a chronic sinusitis. 


Fig. 1 
Nine-year-old girl with left orbital cellulitis complicating an acute 
cteensiditie Swelling began one week before coming under observa- 


Fig. 3 
Forty-eight-year-old female with right orbital cellulitis complicating 
an acute ethmo-sphenoiditis following extraction of a tooth. (Left) 
Before operation. (Right) About a week after operation. 
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(2) The appearance oi the patient usually belies 
his feelings. 
(3) Eight cases were secondary to ethmoiditis, 


one to frontal sinusitis. Age and sex seem to have 
no significance. 


(4) It usually complicates an upper respiratory 
infection and may make its appearance rather 
suddenly. 


(5) Intranasal drainage of the sinuses combined 
with administration of the sulfonamides and peni- 
cillin is usually satisfactory and successful treat- 
ment. 


(6) External incision is both unnecessary and 
undesirable. 


101 W. Read Street 


DISCUSSION (Abstract) 


Dr. J. W. Jervey, Jr., Greenville, S. C—Such a simple 
thing as a stye, particularly where it involves the canthus 
or the tissues near it, can produce signs which are very 
confusing. We must also bear in mind the possibility of 
injury with infection. 


We cannot always make a diagnosis without thinking of 
some kind of orbital tumor, and although exophthalmos 
rarely results on one side alone in diseases of the thyroid, 
it has been pointed out to us that unilateral exophthalmos 
can and does occur both in thyrotrophic and thyrotoxic 
disease. 


Dr. McKenzie did well to stress the importance of the 
conservative treatment. Surely, an incision into orbital 
structures should be the last resort. 


Someone ought to emphasize to the general practitioners, 
pediatricians, everyone else except this audience, the fact 
that small doses of sulfa and the antibiotics should not be 
given under any circumstances. Where those measures are 
employed, they should be employed in adequate doses, and 
to the limit of their safety. 


Dr. Oscar Wilkinson, Washington, D. C—Submucous re- 
section I think is a questionable procedure in most cases. 
The less operative work one does in those cases, the better, 
after one gets drainage. 


I agree with Dr. Jervey with reference to the use of 
antibiotics. 


Dr. McKenzie (closing) —First I stressed the point that 
we should treat these cases medically with sulfa drugs and 
antibiotics in addition to some type of local treatment. 
Submucous resection is done only when we cannot otherwise 
establish adequate ethmoidal drainage. 


I have been criticized previously for advocating sub- 
mucous resection of the septum in the presence of an acute 
infection. Before the advent of the sulfa drugs, penicillin 
and the other antibiotics there was perhaps danger. At the 
present time, with these drugs at our command and given 
in adequate doses, I do not think that submucous resection 
adds any danger to the operative procedure. 


March 1930 


THE USE OF ANTIHISTAMINIC DRUGS 
IN OPHTHALMOLOGY* 


By FREDERICK W. STOCKER, M.D. 
Durham, North Carolina 


Histamine is stored in various tissues of the 
human body in considerable quantity. The lung js 
especially rich in it. Leukocytes also contain his- 
tamine. It is present, however, in a bound inactive 
form. If the amount oi histamine detected in the 
tissues were free. it would be toxic. The role of 
histamine in the physiology of the body is not well 
understood. It is formed during contraction of 
muscles and we know that certain bacteria are able 
to produce it from the amino-acid histidine. 


When used experimentally, histamine causes 
spasm of the smooth muscles and increased capillary 
permeability, in the skin leading to the wheal phe- 
nomenon. If administered parenterally in sufficient 
quantity, it produces symptoms that resemble 
closely anaphylactic shock. It is commonly accepted 
that the substance responsible for the major part of 
symptoms in anaphylaxis is either histamine itself 
or a histamine-like substance. Whether histamine 
plays a role in other types of hypersensitivity is not 
sure (Fig. 1). 

At this point a few words may be said about the 
terminology. The term, allergy, is now commonly 
used for all conditions in which the body has be- 
come abnormally sensitive to any kind of substance, 
protein, bacterial toxin, chemical, or whatsoever. 
This is, of course, not any more the meaning which 
von Pirquet originally gave to the term, allergy. 
But I do not feel that it is necessary to argue about 
this development. A differentiation between the 
anaphylactic type and the bacterial type of hyper- 
sensitivity, clearly described by Woods! in his 
masterly Jackson lecture, is very important for the 
understanding of certain phenomena, especially in 
uveitis. But, whereas only in anaphylaxis is there 
definite evidence of the presence of histamine, in 
a given case both the bacterial type and the anaphy- 
lactic type of hypersensitivity may be present at 
the same time. As little as we know about the actual 
mechanism in allergy in general, it would be unwise 
to discard investigations about the usefulness of 
antihistaminic drugs just on theoretical grounds that 
the presence of histamine has been positively proven 
only in anaphylaxis. Although it is true that the 


*Read in Section on Ophthalmology and Otolaryngology, Southern 
Medical Association, Forty-Third Annual Meeting, Auspices Campbell- 
Kenton County Medical Society of Northern Kentucky, held in Cin- 
cinnati, November 14-17, 1949, 
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yse of antihistamines was based primarily on the 
theory of their antihistaminic nature it has been 
demonstrated that these drugs possess not only an 
antihistaminic factor but have various other effects. 
These have recently been observed dramatically in 
the case of “dramamine™ which is able to control 
motion sickness, although this condition has appar- 
ently nothing to do with histamine. 

With regard to the treatment of allergies there 
are three different approaches possible: 

(1) Elimination of the allergen, that is, the sub- 

stance that causes the hypersensitivity 

(2) Active desensitization 

(3) Antihistamines 

The elimination of the allergens is ideal if pos- 
sible, but sometimes it is not possible. 

Active desensitization. by introducing numerous 
small amounts of antigen in order to stimulate the 
production of antibodies, is possible only if the 
antigen is definitely known. It gives good results 
at times, but not always. Also it is a rather tedious 
procedure. 

There are two main ways of counteracting the 
effects of histamine: first by destroying it, and 
second by blocking its action. We know a ferment, 
called histaminase, that destroys histamine. Drugs 
like “torantil” and others that act like histaminase 
have been used with limited success. More recently 
drugs have been developed that do not destroy 
histamine but are supposed to nullify its effects 
upon the cells of the body by blocking the receptor 
of the cell. This hypothesis is illustrated by a simple 
drawing (Fig. 2). Drugs acting in this way are 
commonly called antihistamines. 
The use of antihistaminic blocking 
agents does not seem to be limited 
strictly to allergic conditions. In 
the first place, histamine may play 
a role in some conditions other 
than allergies as contended by Sir 
Thomas Lewis.2 It may have 
something to do with the syn- 
drome of inflammation as such. 
although Menkin’ says that the 
substance he isolated from inflam- 
matory exudates, which produces 
increased capillary permeability, 
had not the properties of histam- 
ine. Second, due to the fact pre- 
viously mentioned that the anti- 
histaminic drugs possess a wide 
Tange of action, it may be per- 
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mitted to test their usefulness empirically in various 
conditions in which histamine does not seem to 
have any part. 

Antihistaminic drugs were first used systemically 
in various generalized manifestations of allergy such 
as hay fever, asthma, urticaria, vasomotor rhinitis, 
and others. Eye symptoms that occur in some of 
these conditions, for instance hay fever, usually 
were improved along with the general symptoms. 
However, all of the antihistamines, when used 
systemically, produce undesirable side effects, as 
drowsiness, fatigue, dizziness, and so on, to a greater 
or lesser degree. Even side effects pertaining to the 
eyes, such as corneal edema, refractive changes, 
depression of accommodation, were reported by 
Ross.* If allergic symptoms are mainly restricted 
to the anterior segment of the eye and its adnexa, 
it is possible to avoid generalized side effects by 
applying the drug topically. This is the great ad- 


Role of Histamine in Allergy 
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Smooth muscle” “increase in copil- 
spasm lary permeability 
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How Antihistaminics may prevent Histamine from attacking 
Cells of Body (schematic) 


1.) Histamine uniting with receptor of cell in absence of 
antihistaminic. 
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2.) Antihistaminic blocking receptor of cell preventing ac- 
tion of histamine 
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vantage of the treatment with antihistamines in 
ocular allergy as compared with other fields. It is 
particularly with the local application of antihis- 
tamines that we shall deal in this paper. 


Bourquin® was first to report results with 
the local application of an antihistaminic drug, 
“antistine.”* Good or satisfactory results were ob- 
served in verna! catarrh, phlyctenular conjunctivitis, 
chronic conjunctivitis, conjunctivitis with hay fever, 
keratoconjunctivitis, scleritis. In this country 
Hurwitz® reported favorable results in extraocular 
allergy. Grossmann and Loring’ in nodular episcle- 
ritis, Fralick and Kiess* in atropine dermatitis and 
conjunctivitis, Daily and Daily? reported favorable 
results with “antistine” in combination with the 
vasoconstrictor “privine” (also used by Bourquin), 
Schlaegel!° proved that 0.5 per cent “antistine” was 
nontoxic to the cornea and had no effect upon pupil 
or accommodation.* 


We shall now report our own observations with 
antihistaminic drugs. The first one used was 
“antistine.”” More recently “histadyl” was investi- 
gated for its usefulness. As no report has been made 
public so far, this will be the first publication on 
the use of “histadyl” in ophthalmology. It is a 
preliminary report. A more complete analysis is 
contemplated in the near future by my associate, 
Dr. S. D. McPherson, Jr. All patients referred to 
in this paper were treated at McPherson Hospital 
by me or other members of the staff. As will be 
seen from Tables 1 and 2, the results were quite 


*Manufactured by Ciba Pharmaceutical Products, Inc., Summit, 
New Jersey. 

7It should be mentioned that we observed a case of corneal edema 
causing blurred vision and colored halos after local application of 
0.5 per cent “antistine’’ and a similar case after the use of 0.5 per 
cent “histadyl.” 


RESULTS OF LOCAL TREATMENT WITH “ANTISTINE” 
(4% to ™% per cent drops) 
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similar with “antistine” and with “histadyl.” “Antis. 
tine,” when applied in the original concentration 
of 0.5 per cent, seemed to be more irritating than 
“histadyl,” 0.5 per cent. The burning sensation 
caused by “antistine” could be markedly reduced 
by using 0.25 per cent solution instead of 0.5 per 
cent, apparently without impairing the effectiveness 
noticeably. On the other hand, there were a few 
cases that would not tolerate 0.5 per cent “histady]” 
drops or ointment either, because of excessive burn- 
ing sensation. And last, there were some cases that 
would tolerate 0.25 per cent “antistine” better than 
0.5 per cent “histadyl.”* There seems to be a large 
individual factor as to tolerance to either of the 
drugs. Where ointment is preferred to drops, 
“histadyl” is to be used, as “antistine” has not been 
on the market made up as an ophthalmic ointment 
so far. One difficulty with ointments has to be 
considered, and that is the fact that the base itself 
may constitute an allergen. 


Tabie 3 shows the total number of cases treated 
with either “antistine” or “histadyl.” Initially, the 
drug was given to 276 patients. As the series is a 
rather recent one, only 127 have been followed up 
to date, and only those, of course, should be con- 
sidered. The table is self-explanatory. However, 
some particulars in the various groups deserve 
special attention. 


The group with allergic dermatitis included aller- 
gies to various allergens, among them atropine, 
pilocarpine, cosmetics, penicillin, and undetermined 


*Manufactured by Eli Lilly and Company, Indianapolis 6, Indiana. 
We acknowledge the complimentary supply of ‘“‘histadyl” for this study 
by this compary. 


RESULTS OF LOCAL TREATMENT WITH “HISTADYL” 
(42 per cent drops or ointment) 
(Total of cases treated: 181 


Total of cases followed up: 78) 


(Total of cases treated: 95 Total of cases followed up: 49) Relieved from Not 
Diagnosis Symptoms Improved Improved Total 
a Not Allergic dermatitis ................... 9 4 1 14 
Diagnosis Symptoms Improved Improved Total Blepharitis — 3 6 
Allergic dermatitis 2 2 1 5 Marginal keratitis . 
Blepharitis 4 7 (including ulcers) 3 4 1 
Marginal keratitis Superficial keratitis — 5 2 1 8 
(including ulcers) — 2 1 3 Conjunctivitis — PaaS nese 13 9 5 27 
Superficial keratitis - 5 1 1 7 Vernal catarrh - 3 2 5 
Conjunctivitis - 7 7 9 23 Episcleritis _ 2 2 
a 1 1 Recurrent erosion 2 1 
Phlyctenular conjunctivitis — 1 1 Angioneurotic edema 2 
Angioneurotic edema of lids... 1 1 Iritis 1 2 
Recurrent erosions 1 1 Herpes corneae 1 1 
49 78 
Table 1 Table 2 
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factors. The negative cases were included in the 
latter group, whereas drug sensitivities reacted 
promptly. It should be said that we have treated 
atropine and penicillin reactions also with other 
antihistamines than “antistine” and “histadyl,” such 
as “pyribenzamine” ointment* and “thephorin” 
ointment? with good results. 

The groups with blepharitis, keratitis with ulcers, 
superficial punctate keratitis, and conjunctivitis 
should be broken down as to their exact etiology. 
We shall endeavor to do this as well as possible for 
the final report. However, it is sometimes extremely 
difficult in a given case to determine whether there 
is a clear-cut bacterial infection or an allergy or a 
combination of both. Cultures which were fre- 
quently taken would not solve this problem as 
positive cultures may be obtained from normal 
conjunctivae. 

The theory that corneal ulcers almost invariably 
should be considered as of infectious origin has 
never been satisfactory because of the many failures 
with antiseptic and antibiotic treatments and the 
administration of desensitizing vaccines. From the 
good results with antihistamines it would appear 
that many of them are caused by allergy. 

Most of the cases with superficial punctate ker- 
atitis reacted favorably. In this group, it is also 
often very difficult to determine the etiology. Virus 


*Ciba Pharmaceutical Products, Incorporated, Summit, New Jersey. 
+Hoffman-LaRoche, Incorporated, Nutley, New Jersey. 


RESULTS OF LOCAL TREATMENT WITH “ANTISTINE” 
(4 or 35 per cent drops) OR “HISTADYL” (4 per cent drops 
or ointment) 
(Total of cases treated: 276 Total of cases followed up: 127) 
Preliminary Report on the Cases Followed Up to Date 


Relieved from Not 

Diagnosis Symptoms Improved Improved Total 
Allergic dermatitis 0... 11 6 2 19 
ee 4 2 13 
Marginal keratitis 

(including ulcers) 5 5 1 il 
Superficial punctate keratitis _. 10 3 2 15 
Conjunctivitis 20 16 14 50 
2 5 
Recurrent erosions 2 2 4 
Herpes corneae simplex _._ 1 1 2 
Phlyctenular conjunctivitis 1 1 
Angioneurotic edema of lids. 1 2 3 
1 2 


Table 3 
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infection, vitamin A deficiency, and endocrine dis- 
turbance may be mentioned besides allergy. 

Many cases of conjunctivitis, especially the sub- 
chronic type, responded well. Among the failures 
are cases with acute bacterial infection which needed 
to be treated with antiseptics or antibiotics. 

The good results in vernal catarrh may confirm 
the idea that this is an allergic condition. 

Among the cases with recurrent erosion was one 
that had been proved to be sensitive to histamine. 
A long course of active desensitization did not pre- 
vent recurrences, which however responded remark- 
ably well to the local treatment with “histadyl.” 

Among the cases with iritis was one that improved 
with local application of “histadyl” within two days. 
Fifty mg. of “pyribenzamine” was then given by 
mouth three times a day in addition to the local 
treatment. Three days later there were no cells in 
the aqueous any more and the eye was white and 
quiet. Another case which had not benefited irom 
salicylates improved from “pyribenzamine”’ inter- 
nally and continued to improve after only “histadyl” 
locally was applied. 

The case of iritis leads us to the discussion of 
to what extent internal administration of antihis- 
tamines should be of use in ophthalmology. Leopold 
Wynant and Blazar'! sensitized rabbits to horse 
serum and provoked a severe anaphylactic reaction 
by a second injection of horse serum ten days later. 
The outbreak of an anaphylactic type of uveitis 
could be prevented only when “pyribenzamine”’ was 
administered systemically prior to the sensitizing 
injection of horse serum. Given systemically after 
the inflammation had already developed,.or applied 
locally, even before the second injection of horse 
serum, it failed to have any effect. From this it 
was concluded that antihistamines could possibly be 
of value in preventing anaphylaxis to lens protein 
after extracapsular cataract operations or, in the 
case of perforating injuries, to prevent sympathetic 
ophthalmia. We have no personal experience with 
antihistamines in this field. However, from a still 
limited experience, we are inclined to believe that 
systemic administration of antihistamines may have 
a place in the treatment of the nongranulematous 
type of uveitis, in spite of some theoretical doubts. 

Finally we should like to report a hitherto un- 
reported use of antihistamines in ophthalmology, 
namely: the control of postoperative nausea with 
“dramamine.” 


Postoperative nausea is not only an unpleasant 
experience for the patient. In ophthalmic surgery, 
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it is also dangerous to the final result of the opera- 
tion. Many an eye has been lost through excessive 
vomiting after a primarily successful cataract opera- 
tion. This is particularly true when no corneoscleral 
sutures are used. ‘The causes of postoperative 
nausea in ophthalmic surgery and its prevention” 
would be a worth while topic for a study in itself. 
Today we shall consider only briefly an attempt to 
control postoperative nausea with an antihistamine, 
“dramamine.”* 

It is well known that the effectiveness of “drama- 
mine” in motion sickness was discovered accident- 
ally, but afterwards was confirmed by Gay and 
Carliner!? who carried out as a large scale experi- 
ment on a troop transport to Germany. 

Now, what has postoperative nausea to do with 
motion sickness? Nothing, of course, more than 
nausea and vomiting themselves. Nevertheless we 
thought it worth while to try empirically to deter- 
mine whether “dramamine” might also control post- 
operative nausea. So far, three theories as to the 
mode of action of “dramamine” in motion sickness 
have been advanced: 


(1) action on the labyrinth 
(2) action on the vomit center itself 


(3) action as a blocking agent between the laby- 
rinth and the vomit center 


None of these theories has been proved or dis- 
proved so far. If “dramamine”’ should act directly 
on the vomit center, there is no reason why it should 
not be effective in any other case of vomiting, 
besides motion sickness. 

Starting from the assumption that it may act 
directly on the vomit center, we tried to prevent or 
cure postoperative nausea with “dramamine” in a 
series of cases that had undergone various types of 
ophthalmic surgery, mainly cataract extractions. 
These experiments were initiated only recently. Our 
series, therefore, is still small; but as the results 
were quite encouraging, I do not hesitate to give a 
preliminary report on them here (Table 4). 


Thirteen cases that developed nausea at a certain 
time after the operation were given 50 to 100 
mg. of “dramamine” by mouth immediately. The 
conditions for which operations had been performed 
were: 10 cataracts, 2 retinal detachments, and 1 
squint, all under local anesthesia. In all the post- 
cataract cases, the nausea was relieved immediately, 
except in a case which had developed serious heart 
failure. Of the 2 cases with retinal detachment, 


*Manufactured by G. D. Searle and Company, Chicago, Illinois. 
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1 was relieved, 1 not relieved. The one not relieved 
had received only 50 mg. of “dramamine’’ instead 
of the 100 mg. given routinely later. A patient 
operated upon for squint did not benefit from the 
medication. 

Thereafter we began to give 100 mg. “dramamine” 
preoperatively. This was done in 15 cases so far. 
Nausea did not occur in any of the cataract cases 
but two and was not prevented in 3 cases with 
retinal detachment and squint operations. 

From this small series, it seems to appear that 
“dramamine” is able to prevent or to control post- 
operative nausea to a large extent in cases of cataract 
extraction. It did not prevent or stop nausea in 
patients with retinal detachment and squint. It was 
not surprising that the treatment failed in the cases 
of muscle operations, as it is common experience 
that these are particularly subject to postoperative 
nausea and vomiting. It would exceed the scope of 
this paper to discuss postoperative nausea and its 
cause in detail. The prevention of nausea and vomit- 
ing being. of great importance in cataract surgery, 
we think that “dramamine” should be given rou- 
tinely before cataract operations. Besides prevent- 
ing nausea, this drug seems to have a slightly seda- 
tive effect which is desirable. It remains to be seen 
whether larger or more frequently applied doses of 
“dramamine” might control the cases that showed 
negative results so far. 


CONCLUSIONS 


From reports in the literature and personal ex- 
perience with 127 patients treated with “antistine” 
or “histadyl,” it is evident that there is a wide field 
for the use of antihistaminic drugs in ophthalmology. 


CONTROL OF POSTOPERATIVE NAUSEA BY “DRAMAMINE” 


Group of 13 Petients to Whom 100 mg. “Dramamine” Was Given 
ter Nausea and Vomiting Had Developed 


Type of Operation Nausea Relieved Nausea Not Relieved Total 


Cataract 9 1 10 
Retinal detachment 1 1 2 
Squint 1 1 


13 


Group of 15 Patients Who Had Received 100 mg. “Dramamine” 
Before Operation 


Type of Operation No Nausea Occurred Nausea Occurred Total 
Cataract 9 2 i 
Retinal detachment 2 
Squint 1 1 
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Numerous external diseases of the eye and its adnexa 
such as allergic dermatitis, blepharitis, marginal 
keratitis with ulcers, superficial keratitis, conjunc- 
tivitis, vernal catarrh, and recurrent erosions react 
favorably in a great percentage of cases to the local 
application of these drugs. Their usefulness does 
not seem to be confined to strictly allergic condi- 
tions or where the presence of histamine has been 
definitely proved. Although it is not possible to 
explain their beneficial effect in all instances satis- 
factorily at the present time, it may be due partly 
to the fact that histamine may play a role in various 
conditions where its presence has not yet been 
proved so far, and partly to the wide range of action 
which these drugs possess besides the blocking of 
histamine. From a limited experience with systemic 
use of antihistamines it would appear that these 
may be of value also in the treatment of uveitis, at 
least in the nongranulomatous type and possibly in 
other intra-ocular diseases. From a series of 28 
cases in which “dramamine” was used in an attempt 
to combat or prevent postoperative nausea and 
vomiting it was concluded that this drug has a 
definitely beneficial effect in cases of cataract opera- 
tion, whereas patients who had undergone opera- 
tions for squint or retinal detachment responded 
less favorably. “Dramamine” is recommended for 
preoperative use in cases of cataract extraction. 


When treating allergic conditions with antihis- 
taminic drugs, we should always be conscious of the 
fact that by doing so, we are not really curing the 
patient, but only relieving him from his symptoms. 
But very often the factors causing allergy are pres- 
ent only temporarily. They may, for instance, be 
seasonal or, in the case of bacteria, be due to a 
transitory invasion of the body by a particular 
germ. If we succeed in protecting the patient from 
the ills of the antigen-antibody reaction during the 
period of activity of the antigen, we are of definite 
help to him even if we cannot eradicate his allergic 
constitution. 
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DISCUSSION (Abstract) 


Dr. Albert L. Brown, Cincinnati, O—This new field will 
probably produce many additions to our therapy. I be- 
lieve, however, that each disease will have to be judged 
individually, even though on an allergic basis, as to its 
susceptibility to antihistaminic treatment. 


The present state of our knowledge does not prove that 
all local ocular sensitizations can be counteracted if his- 
tamine, alone, is controlled. The individual allergen must 
be considered if possible and then, possibly more profound 
reactions to break the allergic cycle, so to speak, must be 
used. These include the tissue tests for allergens, active 
desensitization and lastly, foreign protein administrations. 
In the absence of positive evidence of a definite allergen, 
for example, in uveitis, the antihistamines have had no 
effect, whereas, I am persuaded that foreign protein is a 
treatment of choice. On the other hand, a case of retinal 
detachment with generalized retinal edema responded beauti- 
fully to a week’s administration of “benadryl.” To sum- 
marize my experience quickly concerning intra-ocular condi- 
tions considered allergic, I should say that frank inflamma- 
tions responded poorly and in those in which edema pre- 
dominated, the drugs helped. 

In my experience, the superficial affections such as epi- 
scleritis, allergic dermatitis and some instances of non- 
bacterial keratitis did very well on “antistine” applied 
locally. Vernal conjunctivitis was not improved. 

Dr. Stocker’s administration of “dramamine” preopera- 
tively to cataract cases deserves the most thorough trial. 
If no side effects occur, which I cannot imagine now, this 
will be a real boon to the nervous patient whom we have 
all seen, who vomits most unexpectedly after an extraction. 


TUMORS OF THE SMALL INTESTINE* 


By Mitrorp O. Rouse, M.D. 
and 
Wo. S. M.D. 
Dallas, Texas 


The small intestine is the most vital laboratory 
of the digestive tract, anatomically well protected 
from abuse, but also difficult to investigate, there- 
fore constituting a diagnostic gap in many instances. 
Early in the century roentgen rays were applied in 
the examination of the stomach and duodenum, and 


*Read in Section on Gastroenterology, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County Medi- 
cal Society of Northern Kentucky, held in Cincinnati, November 
14-17, 1949, 
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then of the colon, with later supplemental aids of 
gastroscopy and proctoscopy, together with chemi- 
cal studies of the stomach and bacteriologic exami- 
nations of the colon. Interest lagged in x-ray and 
other types of investigation of the small bowel until 
the last twenty years, and much yet remains to be 
done in this field. The purpose of this paper is to 
increase interest in, and to stimulate more pains- 
taking study of, the small bowel, particularly in 
relation to tumors, which are the lesions of most 
clinical significance. Such tumors are rare but are 
of unfavorable prognosis unless recognized in time. 


The material for this study consists of thirty-six 
cases of small bowel tumors in the records of five 
leading hospitals of Dallas in the past ten years, 
and five cases seen in private practice. 

A simple classification of tumors of the small 
intestine is as follows: 


Benign Malignant 
Adenomas Pancreatic rests Carcinomas 
Myomas 
Fibromas Cysts Sarcomas 
Lipomas 
Hemangiomas Carcinoids Lymphoblastomas 


Neurogenictumors  (argentaffine) 
Of the thirty-six cases listed in the Dallas hos- 


pitals over a period of ten years the distribution 
was as shown below: 


Duodenum Jejunum Ileum Jejuno- 
ileum 


1 


Neurogenic tumors 


1 
1 
Hemangiomas — 1 1 
1 
2 


> 
w 


(All lymphosarcomas) 


Total 4 6 23 3 


Of the five instances in private practice two were 
adenomas of the jejunum or ileum; one was a car- 
cinoid of the ileum, and two were carcinomas of the 
ileum and jejunum. 


INDICATIONS 


Indications for special studies for possible tumors 
of the small bowel may be listed as follows: 


(1) Melena and persisting occult blood, particu- 
larly with an unexplained anemia. Time and again 
the diligent physician keeps on searching for a 
peptic ulcer of the stomach or duodenum or a pos- 
sible lesion of the colon, forgetful that lesions in the 
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small bowel can also cause bleeding and certainly 
can give an increasing anemia. 


(2) Abdominal pain or tenderness. A pain of 
soreness that is not satisfactorily explained in terms 
of some lesion of the stomach, kidneys, pancreas, 
spleen, or colon can come from a pathological condj- 
tion of the small bowel just as well. 

(3) Altered bowel function, especially diarrhea. 
Because of its anatomical flexibility the small bowel 
may not give evidence of obstruction nearly so early 
as might an abnormality of the colon. 


DIAGNOSIS 


A careful history is an essential, of course, for any 
diagnostic study. If the history points to a con- 
tinued loss of blood without the classical suggestions 
of peptic ulcer or bowel disturbance, the physician 
should think more of the possibility of a small bowel 
tumor. In symptom topography the pain or sore- 
ness is more likely to be peri-umbilical and of a 
somewhat shifting nature, if a tumor of the small 
bowel is the primary source of trouble. 

A most painstaking physical examination is like- 
wise essential, including proctoscopy. Tumors of 
the small bowel may be palpable, but in most in- 
stances are not. 

From the standpoint of the clinical laboratory, 
repeated red cell counts, pointing to a continued 
decline in hemoglobin and erythrocytes, are most 
suggestive. Stool examinations give most significant 
information if occult blood continues to be noted, 
with the patient on a meat-free diet. 


X-ray examinations, of course, offer the most 
definite means of diagnosis of small bowel tumors. 
If there is any question of intestinal obstruction, a 
barium enema, preceded by scout films, should be 
carried out first. An important point to remember 
is that a satisfactory colon x-ray always includes a 
view of the terminal ileum. In passing, it has been 
noted on several occasions that there is less risk 
in giving barium by mouth if the obstruction is in 
the small bowel than if the obstruction is in the 
colon. 


The ordinary study of the small bowel consists 
of what the average x-ray laboratory would term 
“routine upper gastro-intestinal study.” The stom- 
ach and the initial filling of the proximal small 
bowel are studied fluoroscopically, followed by spot 
films or ordinary plates. Examiners then usually 
make a four-hour or a six-hour observation fluoro- 
scopically and with plates. A much more fruitful 
study comes from serial studies of the small bowel 
after the usual barium meal. In such a motility 
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series after a 30-gram barium meal, 14 by 17 inch 
full plates of the abdomen are made at intervals of 
30 minutes, two and a half hours, and at five hours, 
an average of five to six hours being required for 
filling of the terminal ileum. We use this method 
in the majority of our cases of suspected small 
bowel disease, but feel that the following methods 
also show great promise. 


Small Bowel Enema.—This method was first used 
by Pasquera in 1929. It has been modifed by 
Gershon-Cohen et alii! and by Schatzki.2 In the 
latter’s method the patient, with an empty stomach, 
swallows a soft rubber tube with an olive tip 
(Rehfuss tube). When the tip lies in the second 
portion of the duodenum, 500 to 1000 cc. of a solu- 
tion containing six parts of barium to twenty parts 
of lukewarm water is introduced into the duodenum 
from an enema can by the force of gravity. (This 
solution is prepared by adding two glasses of water 
to a glass full of the usual barium mixture.) The 
total time of fluoroscopy should be kept within the 
zone of safety. By Schatzki’s method barium 
reaches the cecum in an average of fifteen minutes; 
however, the average pathological case requires 37 
minutes. A variation of the above technic is to 
give the barium mixture through a Miller-Abbott 
tube, which tube will have been allowed to go down 
to the terminal ileum or to the point where there 
may seem to be an obstruction. As an ingenious 
special modification of this are the so-called “small 
intestinal air contrast enemata,” as described by 
Ghelew and Mengis,’ where air is injected through 
the tube after some barium has been given. We 
have had no experience with this method up to date. 


The iced saline barium meal, as described by 
Weintraub and Williams,‘ avoids the passage of a 
tube and reduces the usual time required for a 
barium meal to traverse the small bowel from five 
or six hours, to thirty to sixty minutes. Their tech- 
nic is as follows: After the usual eight-ounce 
barium saline gastro-intestinal observations, the pa- 
tient drinks eight ounces of ice-cold normal saline. 
Five minutes later a 14 by 17 inch abdominal film 
is made and a second eight ounces of normal saline 
is drunk. Additional 14 by 17 inch films are made 
at thirty minutes after the first saline ingestion. 
Additional films are made at thirty-minute intervals 
if the meal has not reached the cecum. We have 
not used this method enough to pass judgment on 
it. However, we feel its simplicity and speed recom- 
mend it as a routine method of small bowel study, 
tealizing, of course, that certain cases will require 
more intensive observation by other methods. 


In passing, it is interesting to note that intestinal 
aspiration for occult blood by the Miller-Abbott 
tube has been found by Golden’® to be helpful 
in detecting small intestinal tumors when other 
methods fail. 


It is our feeling that the diagnostician can without 
apology, in many instances, recommend a surgical 
exploration to a patient if gastro-intestinal bleeding 
continues and if there is strong evidence of a pos- 
sible lesion in the small bowel. It must be admitted 
that in many cases only direct inspection and palpa- 
tion of the entire small bowel may reveal the exact 
location and nature of the problem. 


DIFFERENTIAL DIAGNOSIS 


If a patient shows continued evidence of gastro- 
intestinal bleeding, mid-abdominal pain and pos- 
sibly altered bowel function, the following condi- 
tions must be borne in mind in differential diag- 
nosis: 


(1) When the presenting symptoms are sugges- 
tive of obstruction or bleeding, similar lesions in 
the colon must be considered, such as tumors or 
diverticulitis. 

(2) Appendicitis, chronic or acute, has many 
similarities to small bowel tumors, and frankly many 
small bowel tumors have been found when the pre- 
operative diagnosis was an acute appendicitis. In 
case of question it is always better for the patient 
to have had a laparotomy for a suspected appendix 
than for a small bowel tumor to have passed un- 
recognized for additional months. 


(3) From other small bowel obstructions, such 
as intussusception, the most common cause of which 
is a small bowel tumor; or adhesions, with partial 
obstruction, which adhesions may accompany small 
bowel tumors. A volvulus of the small bowel is, of 
course, just another possible accompaniment of a 
small bowel tumor. The comparatively rare condi- 
tion of a Meckel’s diverticulum may cause a vol- 
vulus or a partial obstruction by a wrapping around 
of a loop of small bowel. It is most rare to diagnose 
a Meckel’s preoperatively. In the last place, it is 
possible for foreign bodies, such as gallstones, or 
some object which has been swallowed and eventu- 
ally passed through the pylorus, to cause an ob- 
struction in the small bowel which may on x-ray 
study or upon reasoning seem to suggest a small 
bowel tumor. Retroperitoneal hernia and mesenteric 
thromboses are also to be thought of. 


(4) A few inflammatory processes of the small 
bowel have to be borne in mind, such as: (a) 
regional enteritis, which can usually be distinguished 
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by x-ray studies of the terminal ileum showing the 
typical so-called “string” sign. Regional enteritis 
is diagnosed many times at the time of a planned 
appendectomy. 


(b) Tuberculosis of the small bowel should be 
readily differentiated by primary occurrence of the 
disease elsewhere in the body, possible identification 
of the organism in the stool, and by the charac- 
teristic appearance of the ileo-cecal region in x-ray 
examination. Films taken in the fifth to tenth hour 
of the progress meal are most apt to demonstrate 
the disease. 


(c) Simple peptic ulcers of the jejunum or ileum 
are very rare and usually give characteristic ulcer 
pain. The few such ulcers are usually found at 
surgery or autopsy. 


(5) Extrinsic pressure on the small bowel has 
to be borne in mind, such as that which may come 
from pelvic or bladder tumors or from lesions of the 
kidneys, mesentery, stomach, gallbladder or retro- 
peritoneal areas. 


(6) Deficiency states, such as sprue and avita- 
minosis, can alter bowel function and can vary the 
appearance of the small bowel upon x-ray study. 
There should be characteristic evidences in mucosa 
or skin, together with suggestive clinical laboratory 
changes if the basic cause is a deficiency state. 


(7) Ordinary peptic ulcers, especially with hem- 
orrhage. 


TREATMENT 


The treatment for tumors of the small intestine 
is, of course, always surgical. It is true that malig- 
nancies of the small bowel tend to metastasize less 
readily than tumors of the colon because of the 
mobility of the small bowel, but they are potentially 
just as deadly and can be diagnosed earlier if physi- 
cians continue to pay increasingly more attention 
to the small bowel. 


SUMMARY: A CHALLENGE 


Tumors of the small bowel, while rare, are most 
significant when present because of the unfavorable 
prognosis if they are not detected early. Evidences 
of continued gastro-intestinal bleeding should always 
throw suspicion on a possible small bowel tumor. 
Diagnostic studies are tedious and time consuming 
but yield satisfactory results in many instances. A 
friendly challenge and invitation is extended to 
gastro-enterologic internists and radiologists for 
more frequent and thorough studies of the small 
intestine. 
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DISCUSSION (Abstract) 


Dr. William A. Altemeier, Cincinnati, O—During the 
past eighteen years, a total of 75 patients with primary 
tumors of the small intestine have been collected, including 
those seen at the Cincinnati General Hospital and a few 
in my personal practice. Twenty of the tumors were ma- 
lignant, 35 were benign, and 21 were carcinoid. 

Of the 20 malignant neoplasms, carcinoma was by iar 
the more frequent, occurring in 16 instances, whereas sar- 
coma occurred in only 4, being designated as lymphosar- 
coma in 2, leiomysarcoma in 1, and fibrosarcoma in 1. 

The types of small bowel tumors are illustrated in 
Table 1. 


In eight instances the tumors were multiple and in one 
instance both the jejunum and ileum were involved (Table 
2). 


TUMOR TYPES 


Duodenum Jejunum Tleum Total 
4 5 16 


Sarcoma 1 1 


Carcinoid 19 2 
3 
4 4 
Leiomyoma 2 3 $ 
Hemangioma 1 1 
Lymphangioma —_..... 3 1 4 

16 27 33 


*One case involved both jejunum and ileum. 


Table 1 


INCIDENCE OF INVOLVEMENT OF VARIOUS PORTIONS 
OF SMALL BOWEL 


Malignant Benign Carcinoid 
8 
Tleum.. s* 19 
35 


Table 2 


|_| 
Vol 
T 
duo 
grea 
as 3 
lym 
tum 
wer 
can 
bov 
cin 
in 
I 
dec 
reg 
the 
op 
rel 
ab 
pa 
du 
af 
dc 
4 
te 
tl 
u 
il 


he. 


Vol. 43 No. 3 


The incidence of sarcoma was about the same for the 
duodenum, jejunum, and ileum; that of carcinoma was 
greater in the duodenum; and that of benign tumors such 
as adenoma, lipoma, fibroma, leiomyoma, hemangioma, and 
lymphangioma was greater in the jejunum. Carcinoid 
tumors occurred most frequently in the ileum while none 
occurred in the duodenum. Though usually single, they 
were multiple in some instances and occasionally were 
locally invasive. Since they occasionally metastasized, they 
cannot be regarded as benign tumors although their malig- 
nancy was of very low grade. 


The age incidence of patients with tumors of the small 
bowel was sixty-three years for benign tumors, fifty-eight 
years for carcinoid tumors, and sixty-one years for car- 
cinoma. Benign tumors occurred four times more frequently 
in males than in females and carcinoid tumors occurred 
two times more frequently in males than in females. 


From a surgical point of view, the following observations 
deduced from Dr. Rouse’s paper and our own experience 
regarding small bowel tumors, are noteworthy: 

(1) The onset and early development of all tumors of 
the small intestine, both benign and malignant, are insidious. 

(2) In only 17 per cent of our 75 cases was a pre- 
operative diagnosis made and surgical treatment attempted. 


(3) The majority of benign tumors are found at autopsy, 
remaining unrecognized during life, even in the presence of 
abdominal symptoms. 


(4) The benign tumors recognized during life were those 
producing intussusception, gastro-intestinal bleeding, or 
partial obstruction. 

(5) Malignant tumors were almost always recognized 
during life, but usually late in the course of the disease, 
after obstruction, hemorrhage, severe anemia, palpable ab- 
dominal mass, or cachexia had developed. 


(6) Because of the delay in diagnosis, the tumor often 
was inoperable and only a palliative procedure was possible. 
When resection could be done, the tumor had usually 
spread through the rich adjacent lymphatics or metastasized 
to the liver. 


(7) The prognosis for benign and carcinoid tumors of 
the small intestine requiring surgical excision is excellent 
unless acute obstruction or gangrene of the bowel is present. 


(8) The prognosis of malignant tumors of the small 
intestine is very poor, the majority of the patients dying 
within one year after diagnosis and surgery. 

(9) Since surgical excision is the only treatment of these 
tumors, it is obvious that its success requires earlier diag- 
nosis before the lesion has metastasized to the adjacent 
lymphatics and liver. The plea of Dr. Rouse for intensive 
study and special x-ray technics in patients with vague and 
intermittent abdominal discomfort, melena, persistent occult 
blood, or altered bowel function, is well taken. 


Dr. Gerard Raap, Miami, Fla—The present growing in- 
terest in polypous lesions of the colon, with the variations 
in the use of the barium enema, using various dilutions of 
opaque medium, double-contrast injections, pressure devices, 
spot films, new positions, presages similar developments in 
small bowel study. 


Until these newer methods are adapted to common 
usage, we can only bespeak and request patience and 
tolerance in our rather cumbersome small bowel serial 
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films, since even multiple fluoroscopic examinations have 
not given us much diagnostic aid. 


In the radiology session yesterday we saw a demonstra- 
tion by Dr. Kitchen and Dr. DeWeese, in which the general 
survey placed emphasis upon variations in density rather 
than filling defects, as a guide to intensive study of certain 
areas, and it was said that the indications for such study 
were only suspicion. We shall have to encompass the small 
bowel in our studies in similar manner to find these lesions 
more frequently. 


In the interim, until these refinements in diagnostic 
methods are fully developed, we radiologists are aware that 
you will bear with us when we say that a certain area 
suggests a possible tumor and warrants surgical exploration, 
especially since the approach for treatment is predominantly 
surgical. 


Dr. Gordon McHardy, New Orleans, La—I hope Dr. 
Rouse may have some comment on a single unusual ex- 
perience I have had. A patient with a terminal ileal ob- 
structive adenocarcinoma had peritoneal seeping on explora- 
tory operation. Resection and end-to-end anastomosis were 
done only because we wanted the specimen, it being con- 
sidered a rather futile operation other than to relieve ob- 
struction. This patient has a follow-up of two and a half 
years and there has been no evidence of recurrence; he is 
asymptomatic and has gained weight. 


Dr. Rouse (closing) —The last time a paper was given 
on this subject before the Southern Medical was in 1934. 
I trust before another fifteen years go by we shall have 
another presentation on the subject and if we keep looking 
out for small bowel tumors, we shall have a wealth of data 
and we should save some illness and prevent some deaths. 


We should all be “small-bowel conscious.” 


SOME PRACTICAL POINTS IN FISTULA 
SURGERY* 


By Louts J. HirscHMAN, M.D. 
Detroit, Michigan 


The time allotted to me will allow of a discussion 
of only a few practical points in the diagnosis and 
treatment of fistulas in the anorectal region, there- 
fore we will not indulge in moot questions. 


In connection with diagnosis, an important eti- 
ologic fact must not be overlooked. When one 
realizes that fistulas and sinuses in the anorectal 
region, with the exception of those produced by 
trauma, are all second stages of anorectal infection, 
usually abscesses, the prevention of potential fistulas 
may be insured by early recognition, prompt and 
wide incision and drainage of all abscesses in this 


*Read in Section on Proctology, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 
age a of Northern Kentucky, held in Cincinnati, November 
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region. Abscesses and their subsequent fistulas can 
trace their origin to: 


(1) Abrasions, excoriations or ulcers of the mucous mem- 
brane. 

(2) Infections of perianal or perirectal hematomata. 

(3) Extensions of infections originating in the anal crypts, 
anal ducts, or anal glands. 

(4) Postoperative infections. 


Occasionally one may encounter an abscess com- 
plicating some of the inflammatory and infective 
diseases of the lower bowel such as the various forms 
of ulcerative colitis and amebic dysentery. With 
these few thoughts on etiology one can be guided 
in the diagnosis. 


Needless to say on external inspection, any point 
from which a discharge emerges should be suspected 
of being an external opening of a fistula or sinus. 
Small red papillary elevations should also be sus- 
pected, as oftentimes an external opening may be 
temporarily occluded by epithelization. Bimanual 
digital examination therefore should be employed 
before instrumentation. It is well to make an ano- 
scopic examination before endeavoring to determine 
the location of the fistula by the insertion of a probe. 
Frequently it can be definitely determined in which 
quadrant the internal opening of a fistula exists 
even though it may not be in line with the external 
opening. Often the induration of a tract or tracts 
can be determined by digital examination and con- 
firmed by anoscopic examination. 

While the internal openings are in the majority 
of cases situated in the region of the anal crypts, 
some openings, particularly those caused by trauma, 
may be well up in the ampulla or in aggravated 
cases communicate with the supra-levator areas or 
the pelvic cavity. 

It will not be possible in the limits of this paper 
to discuss fistulas communicating with other organs. 
such as the urethra, vagina, bladder or those which 
extend to, or originate in the pelvic organs. Occa- 
sionally fistulous openings in this part of the body 
may result from injury or infection of the surround- 
ing bony structures. 

Roentgenological examination particularly, when 
following the technic to be described, will be of 
great assistance in diagnosing these complications. 

When endeavoring to trace a fistula from external 
to internal opening one should never use a stiff 
probe. It is our custom to use a probe of soft 
annealed silver wire which is sufficiently flexible 
so that one cannot push it through the wall of the 
fistula and thus create a false opening. The stiff 
probe is a dangerous instrument in the diagnosis of 
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anal fistula. We still cling to the injection of ap 
opaque paste through the external opening and the 
frequent employment of stereoscopic radiographs in 
the diagnosis of fistula cases. We prefer bismuth 
or barium paste to oily liquid opaque substances or 
aqueous dyes for injection, because the latter tend 
to escape from the openings while the paste remains 
in situ. A tract filled with paste can be palpated 
but oily or aqueous substances escape on manipula- 
tion. Many pitfalls are avoided by the use of 
stereoscopic radiology, as what often appears to be 
a simple tract may prove quite complicated. 

One still sees in literature claims of cures of 
fistulas by various types of electrotherapy and in- 
jections. Occasionally a peri-anal sinus or incom- 
plete fistula will heal following the injection of 
bismuth paste or similar substance, but when a 
fistula is complete, having an internal opening which 
constantly keeps it reinfected, nothing short of 
surgical eradication is of any value. 

Simp’: subcutaneous or submucous fistulas oiten 
will respond to a simple fistulotomy. If, however, 
careful investigation instrumentally and jollowing 
stereoscopic roentgenologic examination discloses 
that the fistula perforates or undermines the sphinc- 
ter, or is composed of multiple tracts with one or 
more internal openings, each case becomes a law 
unto itself. 


Stereoscopic radiographs are invaluable guides, 
and should be made from the anterior-posterior, as 
well as the lateral aspects. One can map out an 
operative procedure just as a builder utilizes his blue 
prints. One should avoid the temptation to do too 
much at one sitting; complicated fistulas require 
multiple procedures. The most important considera- 
tion in the mind of the proctologist should be not 
only the eradication of the pathologic condition in- 
volved, but preservation of the normal physiologic 
sphincter function. It is much easier to sever 2 
sphincter than to repair it. Far too often do we 
encounter patients in whom, through unnecessary 
division of the sphincter muscles or over-zealous 
aftercare, the severed sphincter ends have been kept 
apart by packing so that the epithelium has grown 
down into the sulcus remaining after the operation, 
and either partial or complete incontinence has re- 
sulted. As far as possible, fistulectomy rather than 
fistulotomy should be performed unless the removal 
of the fibrous walls of the fistula would interfere 
with good healing and the retention of sphincter 
function. 

Each proctologist has his own ideas on the treat- 
ment of anorectal fistulas and experience has guided 
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him in selecting as well as discarding details of 
technic. 

We will present the operative procedure and our 
method of aftercare with the hope that it will pro- 
yoke discussion, which often is more informative 
than the paper itself. 

The preoperative preparation of a patient is 
largely a matter of individual choice and routine, 
and it will not be necessary to occupy your time 
with this. 

The type of anesthesia preferred for fistula sur- 
gery is either subarachnoid or intravenous “pento- 
thal” sodium either alone or combined with general 
anesthesia, as deemed advisable for complicated 
cases. For the simple direct and shallow fistulas, 
caudal anesthesia may be employed provided that 
the external opening is situated a safe distance from 
the sacral hiatus. 

All fistulas are re-injected with an opaque paste 
at the time of operation in order that one may again 
observe the emergence of the paste from the internal 
opening. The light color of bismuth or barium paste 
offers a sharp contrast with the normal color of 
anorectal mucous membrane. The paste stays in situ 
whereas a colored solution escapes. If the paste does 
not immediately appear in the internal opening, 
which may be very small, it usually can be milked 
through by digital pressure from the external open- 
ing towards the internal. 

The paste, in addition to its allowing palpation 
and its disclosure of the internal opening, acts as 
an excellent lubricant for the silver probe. When 
the probe appears through the internal opening it 
is grasped and twisted around the outer end so that 
it becomes a tractor. This facilitates the incision 
or excision of the tract, as the case may be. 


li the tract surrounds or undermines the sphincter 
or if it perforates more than one-half of the sphinc- 
ter, a conservation loop or seton of silk should be 
utilized in order to assist in the preservation of 
sphincteric function. 


The silver probe, which has now become a tractor, 
also becomes a guide for the incision of a shallow 
fistula or the excision of one which is surrounded 
by dense fibrous tissue. The fistulas which per- 
forate and undermine from one-half to all of the 
sphincter fibers are treated by a two-stage operation. 


It is important, in all operations where incision 
of the sphincter fibers is necessary, that the in- 
cisions be made at right angles to the direction of 
the fibers. An oblique incision is more apt to result 
im incontinence of the muscle. When the extent of 
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the fistulous tract is noted and a silver probe in- 
serted and twisted, a flap of skin including the 
external opening and extending through the transi- 
derm to the internal opening is excised. With the 
sphincter muscles exposed the direction and the 
extent of the operation can be determined. It is 
important to avoid as far as possible incising the 
fibrous wall of the fistula. These fistulas should be 
excised wherever possible. Sometimes in the ex- 
cision of a main fistula, emergence of paste from 
the tissues surrounding it will indicate branch tracts. 
These all must be followed their full length and 
excised as well. 


The use of the seton or conservation loop is a 
very valuable procedure. Using the silver wire as 
a guide, one should use a No. 11 Bard-Parker blade 
to incise inward from the wire far enough to avoid 
severing at least one quarter of the sphincter fibers. 
This converts the wound from which the fistula has 
been excised into a cavity. A piece of suture silk is 
tied to the inner end of the probe and drawn through 
so that it surrounds the uncut portion of the sphinc- 
ter and tied loosely so as never to constrict the 
muscle. 


All granulation tissue or excess mucous membrane 
or skin is trimmed away allowing the silk loop to 
dangle from the conserved portion of the sphincter. 
It is our practice to insert a strip of rubber tissue 
into the wound alongside of the loop and allow it 
to remain for a day or two. At the end of that time 
no drains or packs of any kind are ever inserted 
during the aftercare. 

The uncut portion of the sphincter acts as a 
splint for the cut portion. When the cut portion 
is healed up to the seton or loop so that it has 
become reunited behind this, the lower or uncut 
portion of the sphincter is then severed releasing 
the loop. Sometimes the silver wire is inserted along- 
side of the loop in order to assist in incising the 
uncut sphincter fibers and releasing the loop. This 
wound is then treated as an ordinary surface wound 
and heals within a few days. This phase of the 
operation is usually done under infiltration anes- 
thesia in the office. 

This technic is quite applicable even when the 
sphincter is undermined by more than one fistula. 
The muscle can be safely divided in two or more 
quadrants and each division can be performed singly 
by the loop method. This two- or sometimes three- 
stage method is very valuable for the operative 
relief of recto-vaginal or recto-vulvar fistula. After 
fistulectomy the perineum is restored by the usual 
technic and a conservation loop or seton is placed 
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around the lower quarter or third of the sphincter, 
which has been partly incised, in the same manner 
as in the operation for anal fistula. 

If during this procedure the entire sphincter is 
accidentally severed the lower third of the sphincter 
can be reunited by mattress sutures and the loop 
drawn around the reunited portion in exactly the 
same manner as if the fibers had not been completely 
divided. 

It must be again stated that the skin edges must 
be trimmed far enough away from the wound so 
that they cannot grow into the wound during heal- 
ing. If the sphincter ends are not kept apart through 
the injudicious use of gauze packing, the sphincter 
will heal more quickly and incontinence will thus 
be avoided. 

It is very important in fistula surgery to secure 
perfect hemostasis; all vessels should be tied with 
the smallest size catgut and “gelfoam” or “oxycel” 
may be used as the immediate postoperative dress- 
ing. This dressing should be kept in place by firm 
pressure on gauze pads by means of adhesive plaster 
strips and a wide T-binder. It is our custom not 
to disturb the first dressing for 24 to 48 hours. 
The outer dressing, of course, may be opened when 
the female patient desires to urinate but many times 
the location of the fistula permits the dressing to 
be hinged backward and then replaced afterwards. 

Heat in the form of hot water bags or, after 48 
hours, hot sitz-baths are permissible. 

We do not repack the wounds at any time. If 
they have been sufficiently saucerized they soon 
become flattened surface wounds; packing definitely 
retards healing. 

Early ambulation is encouraged so that many 
patients are able to leave the hospital in a few days, 
where formerly patients were hospitalized for weeks 
to secure good results. This, of course, we now 
know is not necessary. 


We allow our patients to eat whatever they desire 
as soon as they can do so after the operation, which 
means that in 48 hours they are on full diet. We 
ask them to take one teaspoon of one of the water- 
carrying bulk laxatives such as “siblin,” ‘“metamu- 
cil,” “mucilose,” “saraka,” “bassoran” or “hydro- 
cil,” with a full glass of water after each meal. 

As a prophylactic measure, for a few days after 
the operation, our patients may be given either 
“sulfasuxidine’ or sulfaguanidine, and also penicillin 
and streptomycin, if there have been symptoms of 
marked absorption or infection. Blood transfusions 
are given when indicated where patients are ema- 
ciated and are below their normal weight. 


March 1950 


We follow exactly the same routine in patients 
where tuberculosis is a factor in the etiology of their 
fistulas. This occurs, however, in not over 2 per 
cent of our cases. 


The removal of the conservation loop or seton 
is practically always an office procedure and should 
never require a second or third hospitalization. Mul- 
tiple fistulas, however, do require in quite a number 
of instances, multiple stage operations and some- 
times multiple hospitalizations; each period, how- 
ever, is of short duration. 


In order to effect a radical cure one must be con- 
servative in the amount of tissue removed and the 
locality from which it is taken. 


In our experience we have found it difficult to 
lay down definite rules for the surgical treatment of 
fistulas in the anorectal region. Each patient pre- 
sents an individual problem. 


The few practical points mentioned above have 
been of great assistance in handling what otherwise 
may be perplexing problems in proctology. 


In a proctologic practice extending over many 
years our results have seemed to justify the means, 


In the whole field of proctology there is no more 
challenging condition than fistula of the anal canal 
or rectum. When one can remove a septic condi- 
tion, which acts as a focus of infection and which 
may endanger sphincteric continence, the successful 
handling of these conditions represents a real justi- 
fication and triumph for the specialty of proctology. 


7815 East Jefferson Avenue 


DISCUSSION (Abstract) 


Dr. Garnet W. Ault, Washington, D. C—My remarks will 
be limited to consideration of one important portion of the 
etiology of fistulae, namely: extensions of infections origi- 
nating in the anal crypts, anal ducts or anal glands.. 

The burden of proof that this is not the source of fistulae 
in a very high percentage of cases rests upon you as the 
physician. It has been repeatedly demonstrated by numer- 
ous investigators that the pathologic sequence of events 
applicable to the development of fistulae in this category 
is as follows: (1) infection and ulceration, sometimes not 
unlike the linear ulceration of a fissure, in a crypt of 
Morgagni; (2) a burrowing sinus formation extending along 
the anal ducts, into the anal glands or following the ano- 
rectal musculo fascial planes; (3) the development of an 
abscess located in the perianal area, the rectal area, the 
submucosal tissue or in the rectovaginal septum. This 
sequence of events which may lead to, or terminate i, 
the development of an abscess or fistula should have your 
thoughtful consideration in all patients in whom the diag- 
nosis of cellulitis, abscess, draining sinus or fistula is enter- 
tained. 


My colleagues and I have found it most helpful to our 
patients and to our future relations with them if we 
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them that we are probably dealing with the abscess stage 
of a fistula if the patient is seen with an abscess. A simple 
lustration of such a lesion is shown and explained to them. 
If the patient has a draining sinus or a recurrent abscess 
we show them an illustration which will clearly demon- 
strate a simple fistula. Patients who have an initial or 
recurrent abscess are told that we are affording them relief 
of the acute phase of their disease by performing adequate 
incision and drainage. They are told that we are planning 
to examine the anorectal area more thoroughly upon sub- 
sidence of the acute condition and finally they are told that 
it is entirely probable that a fistulectomy will be necessary 
at a later date. We thus avoid being relegated to the class 
of physicians who may be accused by the laity, and others, 
of repeatedly draining a recurrent abscess stage of a fistula 
and who fail to identify the primary internal opening of 
such a lesion. This approach to the practical aspects of 
fistula surgery will inadvertently increase your knowledge 
of the subject and improve the patients respect for proc- 
tology. 

Dr. Hirschman has said: “When a fistula is complete, 
having an internal opening which constantly keeps it re- 
infected, nothing short of surgical eradication is of any 
value.” Any physician who departs from this concept is 
in error. However a valid question arises relative to the 
best time to identify the primary internal opening of a 
fistula. 


The experience of my associates and my personal ex- 
perience indicates that it is often impossible to identify the 
primary internal opening of a fistula when we are dealing 
with the initial, (I repeat, the initial), acute abscess stage 
of the disease process. The small primary internal opening 
and the short portion of the tract extending for 0.5 to 
1 cm. away from the involved crypt may be temporarily 
obliterated by edema and the inflammatory reaction. De- 
spite suitable relaxation of the muscles by anesthesia we 
are unable to locate the primary internal cpening by the 
injection of dyes, pastes or the gentle probing with a soft 
probe in either direction. I am sure all of us have had 
this experience and are perplexed, or even exasperated, by 
this turn of events. When this occurs I would respectfully 
suggest that the average practitioner and many specialists 
should accept this with grace. Please be satisfied to pro- 
vide adequate drainage of the abscess and leave the crypts 
alone. Our policy is to tell the patient that we have 
drained the abscess stage of the fistula and that we have 
not been able to demonstrate a primary internal opening 
of the fistula. We ask him to remain under observation 
and follow-up care for a period of one year. We ask him 
to return should there be any recurrence of his abscess 
thereafter. 


It has been our experience that with the development 
of a recurrent abscess stage of a fistula a more definite 
pathologic entity is demonstrable. A fistula is present. The 
primary internal opening now becomes more definite. 
Chronic recurrent crypt infection with scarring may be 
visualized, palpated or probed with a soft flexible probe or 
wire. The short portion of the tract is more readily identi- 
fied extending from such a crypt to the scarring at the site 
of previous drainage or spontaneous rupture. Delineation 
of this opening tract and abscess may be accomplished as 
Dr. Hirschman has indicated and surgical treatment should 
be carried out as he has suggested. 


In closing I urge you to respect the sphincters as Dr. 
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Hirschman has indicated. I respectfully suggest that you 
assume that abscesses of this area be considered the abscess 
stage of a fistula until proven otherwise and that you 
keep your patient apprised of this feeling. It is also your 
duty to identify the primary internal opening of the fistula 
whenever possible. 


Dr. Thomas Brockman, Greenville, S. C—We all know 
that the first stage of fistula is an infection that has entered 
the anal crypts. We can very often see this picture when 
our patient comes in with an anal fissure or hypertrophied 
papillae with a marked cryptitis. The second stage of fistula 
must be remembered as that of an abscess and drainage. 
And the third stage of fistula is the formation of a scar 
or a cicatricial tract that very often can be palpated from 
its external opening toward the anal opening. 


Let us go back and imagine that we have a patient who 
has come in with a history of rectal swelling. We must 
cross question this patient to find out if the swelling is 
draining or if it has been incised. Many of these patients 
will tell us “Several years ago I had a swelling or a boil 
and my doctor lanced it. Several times during the last five 
years it has recurred in mild form by swelling and spon- 
taneous rupture and drainage.” 


When we place this patient upon the table for examina- 
tion we are already convinced in our mind we are dealing 
with typical fistula. What do we look for first? We look 
for the external opening or the draining sinus that the 
patient has just told us about. Must we try probing in the 
office? No, unless we use a flexible silver wire such as 
Dr. Hirschman suggests. We next look inside the anal canal 
and we shall probably find an inflamed hypertrophied 
crypt or papillae. This is nature’s flag that she has put to 
show that there is trouble and infection. 


When do we positively prove that we are dealing with 
a fistula? Not until the patient is under an anesthetic 
upon the operating table. At this time a probe may easily 
follow from the external to the internal opening. If not, 
then the injection of boiled milk or normal saline solution 
or Beck’s bismuth paste under pressure will most often 
demonstrate the internal opening. 


In trying to keep in mind the practical points about the 
fistula, let us summarize: first, we must get a good history. 
Second, we must make an examination and third, we must 
advise surgery for a cure. One very practical point here 
is in regard to abscess. When we are sure we are dealing 
with a rectal abscess, it is our professional duty to explain 
to the patient that he will have a fistula following this 
abscess drainage. This patient should know in the beginning 
that he will have a two-stage operation. This one point 
will prevent dissatisfaction and unhappiness on the part of 
the patient. Failure to tell this patient he will have a fistula 
following incision and drainage of an abscess has brought 
embarrassment to all of us in times past. Another point in 
régard to an abscess is: an abscess should be boldly drained 
and the skin margins excised so that the shortest distance 
from the anal canal to the abscess area will be at the point 
we have provided. Another practical point: we should never 
try to incise and drain an acute abscess and attempt to 
complete the operation into the internal opening at this 
one stage. Such a procedure will usually leave incontinence 
and grief to all concerned. 


Two other conditions should be stressed in regard to 
fistulas. One of these is a sinus which may open near the 
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anal cana] that actually penetrates all the way from a 
pilonidal cyst. The diagnosis of this condition may be made 
by the same method of injecting fluid or Beck’s bismuth 
paste into the opening. The other condition which is more 
rare is that of hydradenitis suppurativa of the perianal 
glands. These two conditions will confuse any of us but 
if we remember that the piled-up fiery red granulations 
have an appearance from the rectal fistula we shall suspect 
one of these early. I am sure most of us have found one 
or both of these conditions and we spend much energy in 
an attempt to make the fistula enter the anal canal. If we 
recall, and remember that both of these conditions are more 
near the surface, are more subcutaneous than the rectal 
fistula it will aid us in making the diagnosis. Since I began 
the preparation of this discussion I have had two such 
patients. One with a pilonidal sinus and the other with 
hydradenitis of the apocrine sweat gland fistula. 

We are indebted to Dr. J. B. Christensen of Omaha, 
Nebraska for giving us a classical description of this latter 
condition in Columbus, Ohio last June. 


Dr. George H. Thiele, Kansas City, Mo—lI was glad to 
hear Dr. Hirschman recommend the use of the seton in 
fistula surgery. There are a great many fistulas in the 
surgical cure of which a seton should be used. I would 
refer you to a paper by the late Dr. Warren Rainey of 
St. Louis, published in the 1941 Transactions of the Ameri- 
can Proctologic Society, in which Dr. Rainey suggested the 
use of silver wire as a seton. Since reading his paper, I 
have used No. 15 gauge pure silver wire when the use of 
a seton was indicated. 

The wire is cut into various lengths, a suitable length is 
chosen and is bent in the form of a silver wire ring so that 
it will snugly surround the portion of the sphincter mech- 
anism which is later to be divided. 

Silver wire as a seton has the following advantages: 
it forms a continuous ring around the muscle. There is 
no knot. It is not irritating to the patient. The patient is 
usually unaware that it has been used. It does not absorb 
secretions and therefore produces no odor. When the fistula 
wound has healed up to the seton thus offering a support 
to the muscle ends, the seton is removed under local anes- 
thesia in the office, and the wound heals in a few days. 


WHY MEDICAL ECONOMICS?* 


By R. B. Rosins, M.D., F.A.C.S.* 
Camden, Arkansas 


I have chosen today to develop my subject by 
posing five questions and then giving the best 
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answers that I can. The five questions are these: 
(1) Why has medical economics come to the 
forefront in the last few decades? 
(2) How much has the cost of medical care 
increased during the past two decades? 
(3) Since economics is the study of supply and 
demand, what about the alleged doctor shortage? 
(4) What do the people get for their medical care 
expenditures? (Health progress chart.) 


(5) Can we ever have adequate medical care? 


In answering my first question I shall try to 
explain the more important reasons why the problem 
of medical economics has come to the forefront in 
recent decades. It is certainly true that for cen. 
turies physicians were almost exclusively concerned 
with the problem of what we today choose to call 
the scientific side of medicine. We have always had 
poor people in our midst and I suppose we always 
will. Over the centuries the physician has treated 
the people who are truly medically indigent without 
charge and has made a lower charge for people with 
modest’ incomes. And that continues to be the 
situation where I practice. I think the explanation 
for the increasing importance of the economic 
aspects of medicine is not to be found in the tradi- 
tional problems of medical indigency but, rather, 
in the great change in certain medical procedures. 
Medical care is expensive and some types are be- 
coming more expensive. I particularly like the state- 
ment of Dr. Harrison H. Shoulders in his presi- 
dential address to the House of Delegates of 
the American Medical Association in June 1947 
(J.A.M.A., June 21, 1947, page 703) in which he 
said: 

“When appendicitis was treated largely by the administra- 
tion of opium pills and the application of poultices to the 
abdomen, the cost of administering such treatment was low 
but the resulting mortality was high. When the physician 
acquired an understanding of the disease and perfected a 
technic for its proper treatment, the mortality from the 
disease went down to a low level but the cost of treatment 
went up. When diabetes was treated largely by diet and 
the administration of codeine, the cost of such treatment 
was low but the mortality was high. The diabetic patient 
lingered in discomfort for a relatively short while. But 
when the members of the profession acquired an under- 
standing of the disease and developed a specific method for 
its treatment and management, diabetic patients were given 
an almost normal life expectancy in comfort and usefulness. 
Thus the problems in medical economics have been brought 
to the forefront.” 


So, one of the reasons why medical economics has 
been coming to the forefront recently is that our 
increasing knowledge of treating the sick has intro- 
duced some expensive and complicated procedures. 
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The physicians must undergo longer and more ex- 
pensive training; indeed, it is quite a task to keep 
abreast of these new developments. In addition, 
some of these newer procedures require the patient 
to meet a considerable lump sum expenditure for 
the physician’s fees, hospitalization and drugs; some 
of the older procedures which were displaced had 
permitted payments spread out over a period of 
time, say for one doctor’s visit a week. So it is not 
only the amount of money involved in modern 
methods of handling appendicitis and diabetes, 
which Dr. Shoulders pointed out, but the fact that 
these expenditures are bunched together in larger 
sums. 

In my own practice, however, I have observed 
certain contrary tendencies. As late as 1935 (?) a 
pneumonia case meant about three dozen calls for 
me. Today a pneumonia case means not more than 
five calls. The wonder drugs have brought about a 
sharp reduction in the medical cost of treating pneu- 
monia. To the pneumonia patient a great gain has 
come in getting him back on his feet and back to 
work quickiy, as well as in the sharp reduction of 
the number of fatal cases of pneumonia. 


As another illustration of this contrary trend 
towards lower cost, I might mention the almost 
complete disappearance of mastoid operations which 
were common up to a decade or so ago. As an out- 
standing ear specialist in New York City said: 


“The general practitioner can administer penicillin just as 
efficiently as my nurse. If the penicillin is administered in 
time, mastoid surgery is almost always unnecessary.” 


Yet, it seems to me that in the over-all picture 
of medical care there has been a trend toward more 
expensive procedures despite these significant ex- 
ceptions in the other direction of pneumonia and 
mastoid surgery. 

There is a second reason why medical economics 
has come to the forefront. I suppose everyone is in 
favor of health just as everyone is in favor of the 
flag, the home, the church, and apple pie but few 
people like medical care, not just because it may 
be expensive but, what is more important, because 
it is inconvenient and frequently painful. Econ- 
omists tell me that medical care expenditures are 
really negative purchases; that is, the consumer is 
purchasing a service which he would like to avoid. 
The purchase of an appendectomy can never be 
made as attractive as the purchase of a shiny new 
radio because the latter is a positive expenditure. 
I think this negative character of the expenditure 
for medical care and the inability of the medical 
Profession, or patients for that matter, to think of 
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medical care as a glittering gateway to the pleasures 
derived from a new radio, electric refrigerator, or 
even an automobile prevents the purchase of medical 
care from being made attractive. I am only a 
physician and I know that an advertising man would 
find this statement rather clumsy but I think you 
people get the general idea. So my answer to the 
first of these five questions, “Why did medical 
economics come to the forefront in the past few 
decades?” is that with the exceptions noted we have 
developed new procedures which cost more money 
but which reduce the mortality rate from certain 
outstanding diseases. Secondly, the purchase of 
medical care is a negative expenditure by the con- 
sumer and can never be made so attractive as the 
advertisers make the purchase of cars, radios, re- 
frigerators and, I might add, alcoholic beverages. 


Finally, how is organized medicine meeting these 
new problems of medical economics? I could not 
answer that question fully without making a sep- 
arate speech. We have encouraged the development 
of voluntary insurance: Blue Cross-Blue Shield 
plans as well as coverage by insurance companies. 
Since the premium for a family membership of the 
Blue Cross-Blue Shield type costs about twenty 
cents a day, we have developed a new test for medi- 
cal indigency for the millions of people to whom 
these plans are available. This new test of medical 
indigency for the broad benefits provided by Blue 
Cross-Blue Shield plans is the ability of a family 
to pay twenty cents a day, that is, the price of a 
package of cigarettes, a bottle of beer, or a gallon 
of gasoline a day. Prior to the 1940’s the test of 
medical indigency for most people was the ability 
to postpay the cost of an illness which occasionally 
ran up to several hundred dollars. So, in brief, 
voluntary insurance has helped the people meet this 
new problem of medical economics by giving them 
an opportunity to prepay in small regular amounts 
instead of postpaying in very irregular amounts. 
Subscribing families can now choose between 
“budget and bludgeon” in the matter of medical 
care costs. 


The second of my five questions is: “How much 
has the cost of medical care increased during the 
last two decades of rapid advance in scientific medi- 
cine?” I shall not bother you with figures and 
dollars because we all realize that the purchasing 
power of the dollar is not what it was. I should 
like, therefore, to answer this question by having 
you think in terms of the total of expenditures made 
by American families as consumers but not as tax- 
payers. According to the Bureau of Medical Eco- 
nomic Research of the American Medical Associa- 
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tion, the expenditures by the people for medical care 
for physicians, dentists, hospitals, drugs, and so on, 
have fluctuated closely around 4 per cent of the 
amount spent by consumers for food, clothing, 
shelter and all other goods and services.* I say 
since 1929 because that is the year when the United 
States Department of Commerce began to collect 
and publish regularly data on consumer expendi- 
tures for all these items. My statement that these 
expenditures have been about four per cent of total 
personal consumer expenditures in each year since 
1929 may seem to contradict the answer to my first 
question that certain improvements in medical sci- 
ence, which reduce mortality from certain diseases, 
have made medical care more expensive. 

What I am trying to say is that although the 
number of dollars spent for medical care has in- 
creased from three billion dollars in 1929 to six and 
a half billion dollars in 1947, total consumer ex- 
penditures for all goods and services have kept pace 
with this increase. The American people have 
chosen to spend about 96 per cent of their family 
budgets on items other than medical care. This is 
not my decision, it is not your decision, it is not 
the decision of any official in Washington; it is the 
decision of all the people. It represents their col- 
lective judgment and decision. It is not that they 
could not afford to spend more for medical care but 
that they have chosen to spend 96 per cent on items 
other than medical care. The physicians’ share of 
the medical care dollar has decreased from 32 cents 
in 1929 to 26 cents; the hospital’s share has risen 
from 13 to 21 cents while the dentists’ share has 
declined slightly from 16 to 14 cents. I consider 
the maintenance of this cost level at 4 per cent one 
of the great accomplishments of American medicine. 
A far better brand of medical care is being given 
today than in 1929, yet the cost to the people 
remains at approximately 4 per cent of the family 
budget. As a physician, I submit that the 1949 
brand of medical care is as superior to the 1929 
brand as a 1949 automobile is to a 1929 model. 
Progress, yes. Improved technics, yes. And all this 
for 4 per cent! 

Some of you may be more interested in the matter 
of unit prices than in the total dollars spent. Again 
quoting from the same source we find that, accord- 
ing to the United States Bureau of Labor Statistics, 
physicians’ fees during the 1940’s, hospital room 
rates, dentists, drugs, and other basic items in medi- 
cal care rose about 41 per cent while the cost of 


*Bulletin 66, The Cost and Quantity of Medical Care in the United 
States, 20 pages, 1948. If you want a copy of the Bulletin just address 
a request to the American Medical 
Street, Chicago 10, Illinois. 


Association, 535 N. Dearborn 
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living was rising 71 per cent. Considering the two 
largest medical care items separately we find that 
physicians’ fees, according to this government 
source, rose 36 per cent but hospital room rates 
soared 112 per cent. Those of you who are familiar 
with hospital operations, whether you are laymen 
or physicians may appreciate that the hospital buys 
labor, food, and fuel, items which have risen very 
rapidly in price, and sells these soon after purchase 
in the form of food, shelter, and services to patients, 
The hospital is exposed to the full pressure of con- 
temporary inflation and cannot dodge it. I do not 
mean to criticize hospital administrators. In sum- 
marizing this point I repeat that the prices of all 
medical care items, even including hospital room 
rates, have risen only slightly more than one-half 
as fast as the general cost of living, of which these 
medical care items constitute about 4 per cent, 
Secondly, for physicians’ fees alone the increase js 
almost exactly one-half the increase in the cost of 
living. 

While on this question of how much medical care 
costs, allow me to say one other thing. Since the 
prices and fees for medical care have risen more 
slowly than the cost of living and the percentage of 
the family budget spent for medical care has re- 
mained constant at approximately 4 per cent, it fol- 
lows that the volume of medical care has increased 
very rapidly. Quoting the Bureau again, it seems 
probable that the patient output per physician is 
about one-third greater than it was a decade ago. 
I believe that the technological improvements in the 
practice of medicine warrant the statement that 
technological progress in medicine in the past decade 
has been greater than in any great industry, such as 
the automobile industry, in the United States. We 
physicians are proud of our increasing ability to 
provide more and more medical care. We appreciate 
that among the major reasons for this increase in 
technological efficiency are the wonder drugs and 
the increasing number and efficiency of our techni- 
cal assistants, for example, laboratory and x-ray 
technicians. Today the physician does not really 
deliver medical care; rather, he is the captain, 
quarterback, and coach of a team directing the 
efforts of his technical assistants. It is this medical 
care team that is doing the job in America today 
and I am everlastingly grateful for the help given 
us by our technical assistants and nurses. 

Therefore, my answer to this second question on 
what it costs is that the consumer still spends only 
4 per cent of his budget dollar on medical care, 
that the prices of medical care items have gone up 
much more slowly than the cost of living, and that 
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one thousand doctors can deliver much more medical 
care today than they could ten years ago. 

I once asked an economist: “What is economics?” 
He said, in order to make a long story short, “Just 
say that economics is the study of supply and de- 
mand for goods and services.” So my third question 
is, “What about this alleged shortage of doctors? 
Is it real or imaginary?” I believe it is real. I think 
that prosperity means shortage. I think that there 
is a shortage of doctors in exactly the same way 
that there is a shortage of household help, brick- 
layers, and schoolteachers. If there was not a short- 
age, I do not think we would be enjoying this period 
of prosperity which has become somewhat less 
robust in recent months. But I do not think that 
this is what most of the advocates of compulsory 
sickness insurance are talking about when they 
discuss this alarming shortage of doctors. They 
often mention the deficit for 1960, placing it at 
something like 40,000 doctors and at other times as 
low as 25,000 doctors. What they really mean is 
that we have a permanent doctor shortage in the 
United States. While I agree that, at first thought, 
there does seem to be a temporary doctor shortage, 
certainly there is in the armed services, I absolutely 
deny that there is anything that may be called a 
permanant, alarming doctor shortage. 


As proof, consider the application of a well-known 
economic law: all of you have noticed that when 
there is a short supply of a product, the price usually 
goes up. I have already related to you that the 
United States Bureau of Labor Statistics has shown 
that physicians’ fees have gone up about one-half 
as fast as the general cost of living. So we do not 
have any evidence of shortage in the form of an 
extremely rapid rise in physicians’ (prices) fees. 

There was a real doctor shortage for civilians dur- 
ing World War II when about 40 per cent of the 
physicians were in the armed services taking care of 
the 9 per cent of the population in uniform. The 
civilians, however, did not die off like flies. The 
civilian doctors were badly overworked I admit, but 
the health of civilians during World War II was 
very good. Aided by technical assistants who re- 
lieved them of routine tests, and by new drugs and 
methods, which are continuing to increase steadily, 
the civilian doctor was able to maintain the health 
of civilians at a high level. Perhaps our critics can 
waive that evidence aside by saying that we were 
just lucky in escaping epidemics, lucky for five years 
m succession. Yet what this amounts to is that the 
Civilian doctor had to take care of about 50 per cent 
more patients and he did a very good job. In view 
of this increased, and still increasing output of 
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medical care by each physician, any permanent 
shortage is difficult to envisage. 


And what of our present situation? The United 
States has more doctors per 100,000 people than 
any nation in the world except Palestine where there 
is a temporary situation of a large number of 
refugee doctors who are doctors but are not in 
medical practice. Secondly, the medical population 
of the United States has increased about 15 per cent 
since 1940, whereas the total population has in- 
creased only 13 per cent. Even the people who are 
talking about the alarming shortage of doctors pre- 
dict that the number of doctors per 100,000 people 
will be greater in 1960 than it is now. 


Is there a shortage of doctors in certain com- 
munities and areas in the United States? Before I 
consider that point, I want to tell you that there 
are ten counties in South Dakota that do not have 
a doctor and yet the people of South Dakota are 
healthier than the people in any of the states that 
have a large number of doctors per 100,000 popula- 
tion. I do not think these facts regarding South 
Dakota belittle the medical profession; rather, these 
facts support the contention that there is more to 
health than the number of doctors in the county or 
state. In passing I should like you to think about 
this one statement: the Norwegians live longer in 
South Dakota than they do in Norway and the 
Swedes live longer in Minnesota than they do in 
Sweden. 


Now I turn to the supply situation in rural areas. 
Some small towns are not increasing their popula- 
tion and some are actually losing population. The 
system of hard roads and automobiles (now that 
we can get automobiles again) has made small towns 
a part of a larger trading area. Women go into the 
large cities to buy a better grade of party dresses 
instead of buying in their own town or in the nearest 
town. This change in the trading habits of the 
people has affected the practice of medicine and 
the distribution of physicians. I doubt that we shall 
ever again have in the small towns in America the 
number of physicians that we did before World 
War II. After all, accessibility of a physician is not 
so much a question of distance as it is of time, and 
the time is being constantly reduced by more and 
better highways and better means of transportation. 
Do not interpret this statement as a refutation of 
my earlier statement that we will probably always 
have a problem of medical indigency and that goes 
for the rural areas or the slums of the great cities. 


Finally, upon this physician shortage I should 
like to point out that an economic depression would 
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reduce the demand for medical services less than 
it would for some other services, but the reduction 
would be sharp enough to warrant caution in reach- 
ing conclusions during this period of frenzied pros- 
perity about a shortage of doctors in 1960. After 
all a doctor will, on the average, live about forty 
years after he enters practice. Planning the supply 
of doctors on the assumption that the peak of 
prosperity will continue indefinitely in the future 
and contrary to all known economic history is not 
a sound basis for planning the supply of doctors or 
the number of persons needed in any other pro- 
fession or occupation. 

The estimates which the advocates of compulsory 
sickness insurance have made about the doctor 
shortage in 1960 are based upon guess work, 
mechanistic formulas and an unrealistic approach 
to the problem of supply. When somebody tells you 
that there is an undue concentration of physicians 
in large teaching centers, you should ask him if 
he means an undue concentration of interns and 
residents. We know that these young doctors who 
are really still in training must be located in the 
great medical teaching centers, which in turn, must 
be located in the large cities where there are large 
numbers of sick people. But I do not want to leave 
this question of supply without repeating that there 
are communities in the United States that need 
doctors and that steps are being taken through 
scholarships and other means to encourage physi- 
cians to engage in rural practice. 


My fourth question is, “What do the people get 
for the 4 per cent which they spend for medical 
care?” I have here a poster (Chart 1) prepared by 
the Bureau of Medical Economic Research of the 
American Medical Association entitled “Our Health 
Progress Since 1900.” You will note that out of a 
dozen funerals in 1900 four of the deceased had 
lived at least half a century, but in 1949 nine out 
of a dozen funerals were for people who have lived 
at least half a century. Or, if you like fractions, 
one-third of the people dying in 1900 had lived at 
least fifty years whereas three-fourths of those dying 
in 1940 had lived at least fifty years. The second 
point on this poster is that the older half of the 
people dying in the 1900’s had lived 30 years or 
more and the older half of the people dying in 1949 
lived 66 years or more. I cannot think of a more 
eloquent way to describe health progress in the 
United States in this century than to think of the 
difference between a funeral sermon for a man age 
30 and a man age 66. The difference is mainly that 
a man age 66 has had a decent chance at life! What 
medicine has done in this century, aided by better 
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food, better sanitation, and better houses, is to re. 
duce the fear of death. For death is not so awfyl 
for one who has been privileged to live 66 years, 
as it was in 1900 when the typical person dying hag 
lived only 30 years. 

Let me call your attention to the third point which 
reads: 


“One thousand babies born in 1900 were destined to live 
49,000 years whereas 1,000 babies born this year are destined 
to live 68,000 years.” 


I would remind you that 1,000 babies born jn 
the families of upper class Romans in the heyday 
of the Roman empire twenty centuries ago were 
destined to live only about 25,000 years; in 179) 
in Germany the figure was 33,000 years. Thus we 
can say nowadays 1,000 babies are destined to live 
19,000 more years than 1,000 babies born in 1909, 
What an economy in human life! We do not need 
to have so many babies born to obtain 1,000 teen- 
agers, or 1,000 soldiers, or 1,000 voters. We econ- 
omize on human life. 

The fourth point on this poster of health progress 
states that since 1900 the entire population of the 
United States has doubled whereas the population 
age 65 and over has quadrupled. There was no 
sentiment in this country for cradle-to-the-grave 
schemes in 1900, simply because there were not 
enough old people. People approaching retirement 
are tempted to favor cradle-to-the-grave schemes 


OUR HEALTH PROGRESS SINCE 1900 


1. A dozen funerals in 1900—4 for persons who had lived at least 
50 years. 
A dozen funerals in 1949—9 for persons who had lived at least 
50 years. 


2. The older half of the people dying in 1900 had lived 30 years 

or more. 
The older half of the people dying in 1949 had lived 66 years 
or more. 


3. One thousand babies born in 1900 were destined to live 49,000 
years. 
One thousand babies born in 1949 were destined to live 68,000 
years. 


4. Since 1900 the entire population of the United States has doubled. 
(75 to 150 million) 
Since 1900 the population age 65 and over has quadrupled. (3 to 
12 million) 


5. The LOWEST state maternal mortality rate in 1933 was 43 
The HIGHEST state maternal mortality rate in 1947 was 2.6. 


Over a period of several decades a population could age without any 
change in longevity of life or general health because of: (A) A long 
decline in the birth rate; (B) A steady increase in the aumne ¢ 
older immigrants; (C) A considerable decrease in the number 
younger immigrants. (A) and (C) have, to some extent, ool @ 
the process of aging since 1900 and accordingly qualify points |, 
and 4 of the chart; but, of course, longevity of life has also ii 
since 1900, as shown in point 3 on the chart. It is strongly os 
that one of the major reasons for the decline in the birth ie 
= progress, which economizes upon the number 0! 
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such as socialized medicine because they will have 
to suffer payroll deductions for only a few years and 
then retire and get “free” medicine. According to 
Frank G. Dickinson, Ph.D., Director of the Bureau 
of Medical Economic Research: 


“Craddle-to-the-grave is a scheme whereby those close 
to the grave fasten themselves on those closer to the cradle 
and ride piggyback (or piggy bank) towards the grave.” 


The fifth point on this poster says that the lowest 
state maternal mortality rate in 1933 was 4.3 deaths 
per 1,000 live births, whereas the highest state 
maternal mortality rate in 1947 was 2.6. Thus the 
state with the highest maternal death rate in 1947 
actually had a rate which was less than two-thirds 
that of the best state 14 years earlier. Now who can 
cdaim that health progress has not been general 
throughout the United States? 


I would not contend that every point on this 
chart was exclusively due to health progress, for 
fewer children being born during the 1930’s has 
tended to age our population, independent of health 
progress. But, by and large, these five points do 
give you a thumb-nail sketch of health progress 
since 1900, man’s greatest half century. 


My last question is “Can we ever have adequate 
medical care?” A physician may know, for a par- 
ticular patient suffering a well-known ailment, what 
constitutes adequate care for that particular patient 
at that particular time but I doubt that the problem 
of adequate medical care for the entire American 
people is so simple as that. Federal Security Ad- 
ministrator Ewing has been claiming that with so- 
cialized medicine he could eliminate 325,000 deaths 
each year or, in other words, cut the annual number 
of deaths from the present figure of approximately 
1.4 million down to approximately 1.1 million. I 
want to say emphatically that he can do no such 
thing; nor can all the physicians of this country. 
Why, 1.1 million deaths a year would be fewer 
deaths than we had in 1900 when we had only one- 
half as many people in the United States as we have 
now! It stands to reason that the number of deaths 
depends upon the number of people in the country 
and the death rate at each age. As we get more and 
older people in the United States, the number of 
deaths will increase from the present 1.4 million to 
1.6 million or 1.7 million in the next quarter cen- 
tury. And all that time we shall be enjoying better 
health and longer life, for life expectancy at birth 
will continue to rise. It is nine years higher than 
it was 20 years ago when the annual number of 
deaths was 100,000 fewer. It will be 6, 8 or 10 
years higher when the annual number of deaths rises 
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Administrator 


200,000 above the present level. 
Ewing does not understand that health progress is 
one idea and the annual number of deaths another 
idea. 


Medical progress has been so rapid that fatal 
accidents rather than any of the great natural 
“killers” is the number one death hazard of the 
working people of the United States. Heart diseases 
kill 4%4 times as many persons as accidents, but 
many heart victims are retired persons, who have 
completed their working period of life. In 1945, the 
average age at death of persons dying from heart 
disease was 68; from accidents, 46. More unrealized 
working years of life, age 20 to 65, are cut off by 
fatal accidents than by deaths caused by diseases 
of the heart.* Thus the prevention of all fatal acci- 
dents would add more working years to the life- 
times of the American people than would the pre- 
vention of all heart fatalities. But more people 
would then die from the other causes of death. 

Let me put this another way. When a physician 
brings a woman safely through childbirth and later 
cures her of cancer, he has no illusion about what 
he has done; he has just added one more name to 
the list of potential candidates for heart disease. 
When the physician brings a strapping young man 
through pneumonia he knows that he has not pre- 
vented the death of that man but has just added 
his name to the list of potential candidates for heart 
disease. It is not the physician’s job to prevent 
death. Rather it is the objective of the American 
medical profession to increase the number of people 
dying at the higher ages from the “older” causes 

(heart, cancer, cerebrovascular, and so on) and to 
decrease the number of persons dying at the lower 
ages from the “younger” causes (pneumonia, tuber- 
culosis and accidents). Doctors are not miracle 
men! Rather, they are carefully trained men who 
devote their lives to trying to increase the interval 
between birth and death for all of their patients. 
What we can say about death today is merely this: 
eventually, but much later. My answer to the fifth 
and final question can be summarized in a single 
sentence: as long as pain comes too often and death 
comes too soon to us mortals medical care can never 
be adequate. It can and will be better. 


DISCUSSION (Abstract) 


Dr. Frank M. Acree, Greenville, Miss—We are running 
late in America. Too few of us are doing what Dr. Robins 


“Bulletin 64, What_is the Leading Cause of Death? Two New 
Measures, Bureau of Medical Economic Research, American Medical 
Association, 1948, 28 pages. 


) Te. j 
had 
live 
ined 
in 
day 
ere 
791 
we 
live 
100. 
eed 
en- 
on- 
ess 
the 
ion 
no 
ave 
hot 
ent 
es 
4 
ars 
ars 
00 
to 
- 
| 


262 


is doing, arming ourselves with facts and figures that we 
may tell our patients that the planners are planning to 
change the basic fundamental concept of American medicine. 
The general practitioner is closest to the general public. 


What will you do to carry Dr. Robins’ message back to 
the public? There are not a dozen people in sound of his 
voice this morning who know anything at all about the 
facts and figures Dr. Robins brought us. It is our business 
to know them and to point them out to the public. 


THE LOCALIZATION OF THE MENTAL 
FUNCTIONS: A NEW CONCEPTION* 


By LELAND B. Atrorp, M.D. 
St. Louis, Missouri 


To those familiar with the field it is scarcely 
necessary to proclaim that the subject of cerebral 
localization has been for many years in a state of 
virtual chaos. New syndromes and classifications 
are continually appearing and present ones falling 
into disuse, contradictory schools of thought exist 
side by side, centers are uncertain in location and 
as projected overlap one another and above all 
numerous lesions with negative findings contradict 
projected entities. Von Monakow and Henschen 
have made efforts to reconcile discrepancies with 
their conceptions of respectively diaschisis and 
vicarious functioning but with little success. 

In view of this state of affairs there should be 
greater tolerance for new points of view even if 
these happen to ignore or discard most of present 
ideas. The conception about to be presented is novel 
and more or less neglects past work, although ad- 
mittedly it is not without obligation to account for 
earlier conclusions from the new viewpoint. 


PERTINENT CASE REPORTS 


Perhaps in the literature the single most im- 
portant case in point was reported by K. Stern! in 
the periodical Brain, in 1939. Clinically the case 
would be classified among the presenile dementias. 
Within the space of about a year the patient’s men- 
tality unaccountably progressed downward from a 
state of excellent competency to one of almost total 
inability to respond. Post mortem the only signifi- 
cant finding was a disappearance of the cells in both 
optic thalami. The process evidently was in the 
nature of a primary or heredo-familial degeneration. 

This one case is almost conclusive in itself. There 
is, in the brain, little of the complicating factors of 


*Read in Section on Neurology and Psychiatry, Southern Medical 
Association, Forty-Third Annual Meeting, Auspices Campbell-Kenton 
County Medical Society of Northern Kentucky, held in Cincinnati, 
November 14-17, 1949. 


SOUTHERN MEDICAL JOURNAL 


March 1959 


the common lesions such as edema, pressure, inflam. 
mation or circulatory changes. The process after jig 
manner picks out the cells one by one and so fg 
as our present knowledge of brain pathology 
the decline in mentality follows closely and jp. 
evitably along. We know that injuries elsewhere jp 
the brain, when relatively uncomplicated, do not 
produce the same effect and the writer, at least, over 
many years of study has found no contradictory 
evidence in injuries to the thalamus itself. Hence, 
the relation between cell destruction in this region 
and mental failure is regarded as direct and ip. 
evitable. 


As one swallow does not make a spring, perhaps 
one case does not establish a clinical pathologic 
entity. Fortunately, there are other cases. Grup- 
thal,? a German, in 1942 reported a comparable 
example. The progressive dementia in his patient 
is harder to trace as she was originally a constitu. 
tional psychopath and later became psychotic, re- 
quiring institutionalization. But the final dementia 
seems to have been sufficiently typical and profound. 
The cell destruction was even more limited than in 
Stern’s case being confined to a part of the medial 
nucleus on both sides perhaps no larger than a 
filbert. 


I myself also encountered a case that was prob- 
ably in this classification. After a course much the 
same as that in Stern’s case, the mental failure being 
clinically most dramatic and mysterious, no definite 
changes were ever found in the brain! Unfor- 
tunately, the basal structures had been mauled in 
the removal and fixation of the brain and landmarks 
were mostly blurred. While it is not considered 
probable that any gross changes were overlooked, 
it is now felt that the microscopic changes at the 
base escaped notice. At least we were sure there 
were no noteworthy gross or microscopic changes 
in any other part of the brain than the basal regions. 

I am now convinced from clinical studies, un- 
certain as these are, that a considerable proportion 
of cases of presenile dementia belong to those pri- 
mary thalamic degenerations, not all being confined, 
as is now thought, to Alzheimer’s and Pick’s diseases. 

The conclusion that dementia is produced by a 
properly placed lesion of the thalamus now is sup- 
ported by a number of investigators. Besides those 
mentioned, the late Dr. Dandy,’ shortly before his 
death, traced dementia to the corpus striatum and 
while his cases are not so convincing as some others, 
his analysis of them is clear enough. Also, Dr. J. M. 
Nielsen,* of Los Angeles, one of the few consistent 
students of cerebral localization, is emphatically of 
the same opinion. That several different investi- 
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gators should independently reach the same con- 
qusion regarding a definite and unsuspected clinical 
pathologic relationship must lend the idea an au- 
thority that cannot be ignored. 


THE SIDE OF THE EFFECTIVE LESION 


| have always maintained that only the left-sided 
lesion of the thalamus is effective in causing de- 
mentia, lesions on the right contributing little if 
anything to this result. 

My cases of confusion (which psychologically 
amounts to the same thing as dementia) reported 
at different times consist of cases of (1) narrow 
sits of softening running antero-posteriorly through 
the left thalamus, the patient living for 12 days 
(Case 6) and (2) a hemorrhage occupying almost 
exactly the limits of the left thalamus, the patient 
surviving a month, both patients being in good 
general condition to within a few days before death’ 
(Case 7). (3) A cyst of softening 1 cm. in diam- 
eter lying in the posterior part of the left lenticular, 
the patient living for 2 months and being deeply 
confused for 2 weeks, thereafter slowly improving 
to a final level of slow, disinterested dullness. In 
this last case it is assumed a “neighborhood re- 
action” affected a center some distance from the 
actual lesion and as this reaction subsided the 
mental symptoms improved. Hence, the case is not 
inconsistent with the other two. 

Also, Walther? in the German literature in 1945 
described an instance of wild delirium lasting a 
month, in which the injury was a very small area of 
softening in the left thalamus. 

G. E. Smyth and K. Stern* in 1938 reported a 
series of four cases of tumor associated with early 
dementia, two of which were considered bilateral 
and two unilateral and on the left side. These cases 
are most convincing although the writers’ con- 
clusions as to laterality need to be critically ex- 
amined. These ingenious investigators have un- 
covered a new type of glioma, one that originates 
in the subependymal layer covering the thalamus. 
In their cases dementia appeared among the earliest 
symptoms and soon became profound. 


In one of the unilateral cases (Case 3), after 6 
months of known duration, the tumor was found 
to extend scarcely beyond the limits of the thalamus 
but in the other (Case 4) with 10 weeks known 
duration, there were, besides involvement of the 
thalamus, extensions posteriorly and laterally. In 
contrast to these instances of early dementia, a 
case of glioma arising in the left internal capsule 
(Case 1) after 10 months duration and a month 
before death still manifested a normal mentality. 
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But one finds that the authors have bluntly and 
without discussion ruled out the validity of the two 
unilateral cases. The reason in one instance is the 
finding of a moderate dilation of the ventricles and 
in the other a spinal pressure of 300 mm. (water), 
which are said to mar any conclusions as to de- 
mentia. Now these objections would seem to be 
open to examination. It is certainly not my experi- 
ence, and the literature supports the impression that 
a moderate internal hydrocephalus invariably or 
even frequently, and whether recent or old, is as- 
sociated with mental confusion; and the same is 
true of such a moderate increase in spinal pressure 
as 300 mm. (water). In addition in the two cases 
we must refer the possible association back to the 
onset of symptoms, when both complications were 
probably slight and further must compare the 
mental changes with those in the control case, 
which seems comparable in most respects other than 
location of the growth. The fact is that any fair 
and balanced assessment of these cases would refer 
the early and deep dementia to the location of the 
tumor growths and nothing else. 


After weighing the question in my own experience 
and from the literature, I can find no difference in 
the degree of mental loss between left-sided and 
bilateral lesions. It is true I have no case of destruc- 
tion of the right thalamus with retained mentality 
as I should like to have. But I have made a com- 
parison of lesions of the two sides clinically over 
many years, not only as regards deep confusion but 
concerning such lesser aspects as dullness, retarda- 
tion and indifference (not to mention aphasia, 
which in some types is a mental limitation of sorts) 
and have reached the conclusion that the right side 
contributes little if anything to true dementia. 


THE APHASIAS, AGNOSIAS, APRAXIAS 


Upon locating the practical destruction of men- 
tality in one small area of the brain, the implication 
for the presently accepted cortical syndromes be- 
comes a matter for consideration. 


The subject is brought into focus by one very 
instructive case’ (Case 2). The patient, in whom 
air injection disclosed an enormous cavity occupy- 
ing the motor and sensory speech zones, was found 
to exhibit in marked degree aphasia, agnosia and 
apraxias in addition to hemiplegia. Yet the history 
revealed that this remarkable man, for the 20 
months of his illness, had continued to direct, 
through a manager, every detail of rather extensive 
banking and farming investments. The family could 
cite numerous examples when the patient’s memory 
and logical thought surprised those about him. 
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Such students of the subject as Henry Head 
would elucidate the situation presented by this case 
‘as a preservation of “general intelligence” with a 
destruction of hypothetical extensions or fingers of 
the mental structure specialized for speech, the 
special senses and the like. I believe, however, that 
there is a method of understanding the symptoms 
more in accord with daily experience. When the 
neuropsychiatrist finds a preserved mentality as- 
sociated with an amnesia, a mutism, a sudden blind- 
ness or deafness or a peculiar loss of sensation in 
some part, he thinks of the functional or hysteroid 
dissociation. Although investigators may be wary 
of findings in a compensation case, they seem to 
accept that the organic patient is somehow pro- 
tected against spurious symptoms. As a matter of 
fact, these cortical pictures are found on examina- 
tion to accord perfectly with the functional elabora- 
tion. The speech disturbance may be built around 
and suggested (to the patient) by a dysarthria and 
the visual agnosia by a hemiamblyopia but other 
pictures are either typically hysteroid elaborations 
or the natural errors of an unstable mentality. 


Another instructive case in point is that of a 
glioma occupying exclusively the left supramarginal 
angular region. The patient, a college professor of 
chemistry, had continued to meet his classes up to 
2 weeks before operation, when a mild aphasia 
forced him to desist. However, once the strangeness 
of one’s entrance into the room had passed, he was 
able to speak without handicap and discuss any 
subject recent or past. Several months after opera- 
tion, he resumed teaching and the only limitation 
he or his wife could find to complain of was oc- 
casional trouble with figures. Other cases in the 
literature have the same negative findings. 


These contradictory cases are as much evidence 
in questions of localization as those with definite 
findings. The problem is to account for them and 
this problem has never been met from the con- 
ventional attitude. To be frank, I do not believe 
that they can be so met and that considering all 
aspects of the situation, the only solution is the 
interpretation of the positive finding as functional. 
This suggestion obviously reverses the present atti- 
tude, making the absence of findings the true picture 
in cortical lesions, which I accept as the real situa- 
tion. I do not doubt that the body image complex 
of defects and numerous other pictures assigned to 
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the parietal area are junctional artefacts and 
suggested in the course of the examination. T have 
developed these considerations in detail in a recep, 
monograph.’ 


IMPLICATIONS 


The implications of all these considerations are 
sufficiently clear. First, there is the evidence for 
the practical destruction of mentality by a lesion 
in a certain part of the left thalamus, and negatively 
the finding that no such effect is caused by jn. 
juries elsewhere in the brain. Secondly, is the find. 
ing that aphasia, agnosia and apraxia could be 
functional in nature and origin; added to which js 
the circumstance that contradictory negative and 
positive findings can be reconciled only on the 
basis that the positive findings are functional, 
Finally, one reaches the not very difficult logical 
step that if destruction of one certain area of the 
brain results in abolition of mental capacity, then 
mental functions are served in that area. 
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DISCUSSION (Abstract) 


Dr. Robert Dean Woolsey, St. Louis, Mo.—Physicians 
for several thousands of years have tried to localize the 
function of consciousness. Some thousands of years ago, 
it was in the liver; then it progressed to the heart; then 
it finally got up to the brain, and the pituitary and else- 
where. 


Any neurosurgeon has had numerous patients with tre- 
mendous tumors of the left temporal lobe, who exhibited 
an aphasia only a few days before coming, finally, to 
operation. 

I believe Dr. Alford is right when he says that is the 
rule rather than the exception. Obviously, after the tumor 
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has existed for a long time, the aphasia becomes marked 
and definite but, quite frequently we see them when they 
have had a history of only a week or two, then the aphasia 
js not very marked and at operation a tremendous tumor is 
found in the area where speech is expected to be served. 
Similarly, in a rather large experience of seeing patients 
operated upon for Parkinson’s disease, many by Dr. Klemme 
of St. Louis, I have noticed that following a premotor 
cortical excision below the second frontal convolution on 
the left side, an aphasia of rather marked degree rather 


frequently develops; so much so that the excision on that - 


side must be limited and, also, that the aphasia in the 
individual who has a hemiplegia afterward, to a rather 
marked degree, and who does not recover very well, thus 
bearing out the conclusion, again, that the speech function 
has much to do with the motor function in that area. 

I have had such a patient as has been described here, 
fairly recently, an individual who had gone downhill rather 
rapidly and, when I saw him, was in coma. I suspected 
the possibility that the man might have a midline cerebellar 
tumor. There were very few signs. We did a ventriculo- 
gram, which showed slight dilatation. We then proceeded 
with the craniotomy and found nothing. The man con- 
tinued downhill and, at postmortem, also nothing was 
found. 

I rather suspect that case should be reviewed in the 
light of the present discussion because, certainly, there must 
be a reason for a rather marked coma, no findings at opera- 
tion, and no findings at autopsy. Probably some informa- 
tion should be found in the thalamus of that patient. 

Then, another surgical experience which neurosurgeons 
practically all have had is that of operating upon or about 
the region of the pituitary gland. 

A person of perfectly normal mentality, who has a rather 
large tumor of the pituitary gland, or of the tuberculum 
sellae may be encountered. One does an exploration, and 
a neat job of removing a tumor and, on the following day 
the patient has failed to wake up. Then one knows what 
has happened; one has been a little bit too anxious to try 
to cure that individual. 


With a lighted retractor underneath the center of the 
brain, in about the region of the hypothalamus, and a little 
laterally on either side, in trying to do a good surgical job, 
one has been a little too enthusiastic with the retraction, 
and the patient usually will die. At postmortem, there is 
very little to account for the death. I have seen two 
pituitary tumors of this type. 

So, in searching for new evidence to controvert these 
statements, I have been unable to find any. I have been 
able, in my experience, only to find evidence which supports 
Dr. Alford’s thesis. 


Dr. James L. Anderson, Miami, Fla—I should like to 
ask whether you have had a condition of this kind in a 
left-handed individual ? 


Dr. Alford (closing) —No, do not believe so. I have 

cases in ambidextrous persons, who turn out to be 

mostly just like the right-handed. I do not remember any 
who were left-handed, just now. 
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THE TREATMENT OF DYSMENORRHEA* 


By Epwin M. Rosertson, F.R.C.S. (Edin.), 
F.R.C.S. (Can.), F.R.C.0.G. 
Kingston, Ontario 
Canada 


MENSTRUATION AND PAIN 


The human uterus is always in a state of mus- 
cular pumping activity, always contracting and re- 
laxing like the heart.! As in cardiac activity, the 
uterine contractions may exhibit a speeding up and 
augmentation as a result of emotional stress and 
strain.? The uterus responds to various psychogenic 
stimuli as does the heart. A sudden fright or a pin- 
prick will, in some persons, increase the pulse rate 
and also speed up the uterine contractions and raise 
their amplitude. Jt is a curious fact that the emo- 
tional uterine response takes place only in the second 
half of the menstrual cycle. 


Primary dysmenorrhea is closely associated with 
these contractions of the uterus yet the uterine pain 
has, in addition, widespread accompaniments. The 
pain itself is colicky, mid-line, lower abdominal and 
occurs only at the beginning of true menstruation 
when, compared to all other times in the month, the 
uterine contractions show the highest amplitude. 
With a balloon in the uterus connected to a record- 
ing device it is possible to show that the spasms 
of uterine pain are most marked when the contrac- 
tion is at its height and when the intra-uterine 
pressure has exceeded the patient’s blood pressure 
thus causing a state of muscle ischemia.’ 


How inappropriate and crude we may find these 
recording devices when, on a basis of the research 
of the great Hungarian biochemist, Szent Gyorgyi,* 
exact qualitative and quantitative analysis of muscle 
may be made and only correctly interpreted if the 
terms of molecular pattern and quantum mechanics 
are used. 

Primary dysmenorrhea does not, characteristic- 
ally, last longer than two to three hours. The 
accompanying symptoms suggest para-sympathetic 
activity, namely: headache, nausea and vomiting, 
and abdominal discomfort and diarrhea. Backache 
is not a severe symptom and when it occurs it is 


*Read in General Clinical Session, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 
ae gs a of Northern Kentucky, held in Cincinnati, November 
14-17, 1949. 
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quite certain that there is some extra-uterine factor 
complicating the condition, for example utero- 
sacral endometriosis which can occur in young per- 
sons. It is well known that primary dysmenorrhea 
is a complaint of young persons who for a year or 
so after the menarche had no complaints. These 
young patients may yet not be fully developed 
structurally, that is, the uterus may still be thin 
although it is usually up to average adult length. 


Their minds may not be quite fully attuned to the * 


now established monthly flow. Functionally, how- 
ever, they are quite normal in respect of ovulation 
which always precedes the secretory phase of the 
menstrual cycle and always precedes an attack of 
primary dysmenorrhea. In this connection it should 
be remembered that true menstruation following 
corpus luteum formation and development of secre- 
tory endometrium means the quick shedding of the 
entire endometrial lining of the uterus and not, as 
in anovulatory menstruation which is painless, a 
patchy slow breakdown here and there. 


According to the “menstrual toxin” theory of 
Smith and Smith,® the endometrium in the men- 
strual catabolic phase produces a toxin, a euglobulin, 
and a lytic factor and it may be that these two 
factors cause pain in the uterus locally, so to speak, 
as well as, after absorption, the menstrual molimina 
more distantly. It is possible that an accumulation 
of these products of hormone withdrawal and secre- 
tory endometrial breakdown causes irritability of 
the muscle in the distal portion of the uterus and 
thereby leads to an increase in the vascular or 
uterine muscle contractions. If this were so it would 
be a nice mechanism for the initiation of the evacua- 
tion of the uterus. Superimposed on this there 
may be the all-important pain-precipitating factor, 
namely: an anxiety in regard to menstruation, a 
fear learned accidentally in earlier years, or ignor- 
ance and misapprehension. Such emotional mis- 
direction may be alerted by the natural uterine dis- 
comfort to react back on the uterus just as an emo- 
tional strain may precipitate an attack of asthma. 


There may be, too, an intra-uterine chain of 
events which can cause real uterine pain. The tis- 
sues at and about the internal os are very sensitive 
as can be simply demonstrated by intra-uterine 
instrumentation. When a balloon is withdrawn from 
the uterus partially distended, the pain of primary 
dysmenorrhea can be reproduced. It might be sug- 
gested therefrom that clots gathering in the cavity 
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and impelled too quickly toward the internal g 
cause pain until they are lysed or expelled. This 
second source of discomfort may precipitate further 
emotional reaction and psychosomatic exaggeration 
of the contractions of the uterine muscle and pain 
The pain will last until the canal is opened up, By 
the time the canal is opened and the sticky cervical 
mucus has given way, the clots are lysed and men. 
strual discharge without clots is passed.’ 


Treatment.—According to this somewhat free jn- 
terpretation of the phenomena of menstruation with 
pain, the main considerations and directions jp 
formulating treatment are the following: 


(1) Correct the mental attitude, calm the fears 
and thereby try to raise the pain threshold which 
as Haman® has shown in primary dysmenorthea js 
very low. 

(2) At the time of menstruation increase the 
“pumping” action of the uterus to wash out of the 
uterine muscle pain-producing metabolites and also 
raise the patient’s relatively low blood pressure so 
as to prevent the development of the uterine muscle 
ischemia and pain. These objectives are aimed at 
when prescribing vigorous bodily exercises. 

(3) Oppose the apparent and somewhat anom- 
alous cholinergic-like general reaction by the ad- 
ministration of adrenalin. Success with this drug 
suggests the possibility also of an underlying allergic 
reaction. The allergin might be produced in the 
endometrium and pick out the uterine muscle system 
as its focus point and cause plain muscle spasm. 
Macpherson® advises the additional use of “bena- 
dryl,” 50 mg. capsules, one capsule three times a 


day starting on the day before the expected day of 


menstruation. 


(4) Prevent ovulation by the administration of 
stilbestrol or other estrogenic substance prior to 
ovulation and so avoid the formation of a corpus 
luteum and secretory endometrium. As the emo- 
tional response of the uterus is most marked when 
the uterus is in the corpus luteum phase and does 
not occur in the anovulatory cycle a two months’ 
course of estrogens sufficient to prevent ovulation 
each month will provide the basis for a test of the 
type of dysmenorrhea and at the same time bring 
relief to the dysmenorrhea sufferer while she gains 
confidence in the treatment. 


(5) Dilate the cervical canal and destroy the 
“bottle-neck” at the internal os. 
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(6) Corpus luteum preparations or their like 
should not be used because they may adversely 
affect the uterus and render it more liable to emo- 
tional reactions. 

(7) It is not considered necessary to use the 
intra-uterine stem pessary or perform superior hypo- 
gastric sympathectomy although there may arise 
circumstances in which one or other of these two 
operations may be employed with success and ad- 
vantage of speed and convenience. Infection as one 
of the dangers of using the stem pessary is not to be 
regarded as heretofore because antibiotics may be 
used prophylactically. Many gynecologists believe 
that simple measures will control this condition 
until such time as it naturally subsides. Few women 
over twenty years of age suffer for a long time with 
this complaint and marriage and childbirth almost 
invariably cure the condition. It is only, therefore, 
as a last resort that surgical methods of treatment 
requiring laparotomy are used. 

The emergency treatment of primary dysmenor- 
thea say, for example, in the first-aid room may be 
a simple analgesic such as ten grains of aspirin or 
other simple analgesic tablet and rest. An alterna- 
tive to the stronger analgesics such as the opiates 
which are not recommended is epinephrine.? This 
latter drug does not leave behind the depressing 
effects of the former. 


The general scheme of routine treatment is based 
on the assumption that primary dysmenorrhea is 
partially psychogenic and also on the fact that 
estrogen withdrawal bleeding is painless but to the 
patient appears to be normal menstruation.* 


If the young girl complains of dysmenorrhea dur- 
ing estrogen-produced anovulatory monthly bleed- 
ing then she is imagining pain and should be treated 
with the help of the psychiatrist. If, on the other 
hand, she is without pain during two such anovula- 
tory “periods” under estrogen therapy, the subse- 
quent three months’ treatment should be mainly 
physiotherapy as prescribed by Clow! and 
Haman.'! A mild analgesic may be allowed to 
combat the general unpleasant symptoms of men- 
struation. The exercises are mainly of the body 
bending type and one of these is particularly effec- 
tive. Twenty small objects are scattered by the girl 
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on her bedroom floor and as quickly as she can 
she must pick these up, one at a time, and put them, 
one at a time, on the top of the door. In a minute 
or two this exercise produces sweating and relief 
from pelvic discomfort. A short program of such 
exercises is given to each patient with lucid instruc- 
tions and diagrams. The exercises are performed 
for five to seven minutes three times a day a few 
days before, during and after the period. It must 
be admitted that it is sometimes impossible to con- 
vince a patient that the exercise is worth while! 


If this conservative approach to the cure of the 
condition is not suitable to a particular case then 
the epinephrine and antihistamine treatment should 
be tried. Dilatation of the cervix may be carried 
out as a last but very satisfactory resort. The canal 
should be dilated to 12 to 14 mm. at which point 
it is probably split, and packed for twenty-four 
hours. It is interesting to note that the patient will 
complain of dysmenorrhea-like pain as long as the 
pack is in the uterus and cervical canal. Such treat- 
ment will produce relief from pain for about six 
months and a second dilatation will cure the 
condition. 


And with the fair success that accompanies the 
adoption of this treatment of dysmenorrhea let us 
all remember that we do not know the cause of 
dysmenorrhea; let us try to find it. 


REFERENCES 


. Robertson, E. M.: A Study of the Contractions of the Non- 
= Human Uterus. Edin. Med. J., fourth series, 44:20, 
. Robertson, E. M.: The Effects of Emotional Stress on the Con- 
tractions of the Human Uterus. J. Obst. & Gyn. Brit. Emp., 


46:741, 1939. 
Proc. Roy. Soc. Med., 


. Moir, Intrinsic Dysmenorrhea. 
29:950, 1936. 

. Szent-Gyorgyi, A.: Chemistry of Muscular Contraction. Aca- 
demic Press, Inc., New York, 1947. Nature of Life, A Study on 
Muscle. Academic Press, Inc., New York, 1948. 

. Sturgis, S. H.; and Albright, F.: Mechanism of Estrin Therapy 
in Relief of Dysmenorrhea. Endocrinology, 26:68, 1940. 

. Smith, O. W.; and Smith, G. V.: Evidence for and the Signifi- 
cance of Menstrual Toxin. Progress in Gynecology. Edited by 
Meigs and Sturgis. New York: Grune and Stratton, 1946. 

. Huggins, C.; Vail, V. C.; and Davis, M. E.: The Fluidity of 
Menstrual Blood a Proteolytic Effect. Am. J. Obst. & Gynec., 
46:78-84, 1943. 

. J. O.: Pain Threshold in Dysmenorrhea. Am. J. Obst. 
& Gynec., 47:686, 1944. 

a ama C.: Pelvic Allergy. Canad. Med. Ass’n. J., 60:54, 


1949. 

. Clow, A. E. S.: | Dysmenorrhea in Young Women, Its Incidence, 
Prevention and Treatment. Brit. Med. J., 2:558-561, 1924. 
(Leaflets by Dr. Alice Clow describing exercises are published by 
= 7 Lewis & Co., Ltd., 136 Gower Street, London, W.C.I., 

ng. 

. Haman, J. O.: 
Gynec., 49:755, 1945. 


Exercises in Dysmenorrhea. Am. J. Obst. & 


1950 
Vol. 43 No. 3 |_| } 
0s 
her 
ion P 
ain, 
By 
ical 
en- 
in- 3 
ith — 
in 
ars = 
ich 
is 
he 
he 
30 
$0 
le 
a 
n- 
ic 
m 1 
2 
a 
4 
5 
0 6 
a 
7 q 
4 
10 
be 
11 
id 


Southern Medical Journal 


JOURNAL OF THE 
SOUTHERN MEDICAL ASSOCIATION 


SOUTHERN MEDICAL JOURNAL 


Copyright, Southern Medical Association, 1950. Published monthly 
by the Southern Medical Association, Empire Building, Birming- 
— 3, Alabama. Annual subscription, $8.00. Single copies 75c 
each. 


Entered as second-class matter at the Post Office at Birmingham, 

Alabama, under Act of March 3, 1879. Acceptance for mailing 
at special rate of postage provided for in Section 1103, Act of 
October 3, 1917, authorized December 20, 1921. 


Volume 43 MARCH 1950 Number 3 


EDITORIAL DEPARTMENT 


SOUTHERN MEDICAL ASSOCIATION 
Forty-Fourth Annual Meeting 
St. Louis, Missouri, November 13-16, 1950 


NEW TREATMENT FOR CERTAIN 
PROTOZOA 


Since the discovery of the value of the early sulfa 
drugs of the German dye industry as blood stream 
antiseptics, active against various bacilli and cocci, 
they have been steadily improved for medicinal use. 
The number of therapeutic sulfa products is con- 
siderable, and the current ones are still being altered 
toward a lower toxicity and greater activity against 
a larger number of human pathogens. The synthetic 
sulfa drugs have an increasing range of effective- 
ness. “Gantrisin,” one of the recently studied sulfa 
products, is reported to be particularly active in 
the urinary tract against E. coli and to be of low 
toxicity.! 

The appearance of penicillin. of course, greatly 
strengthened the physician’s armamentarium against 
bacillary, coccal, and spirochetal diseases, attacking 
where the sulfas failed or showed some toxicity. 
Other mold filtrates, streptomycin, aureomycin, and 
chloramphenicol’ increased the range of activity of 
the biotic group so that not only bacilli, cocci, and 
spirochetes began to yield, but a few of the Rick- 
ettsiae, and a few of the still smaller intracellular 
organisms, the viruses. 


More recently, members of the group of larger 


1. Svec, Floyd A.; Rhoads, Pau! 5.;: and Rohr, J. H.: A New 


Sulfonamide (Gantrisin). Studies on Solubility, Absorption and Excre- 
tion. Arch. Intern. Med., 85:83 (Jan.) 1950. 

2. Dowling, Harry F.; and Lep; 
Antibiotic Therapy with Specia 
Chloramphenicol. Sou. Med. J., 
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micro-organisms pathogenic to man, the pro 
have been studied to determine their sensitivitig 
The weapons now available would seem to be of 
help against this class of infections too. The effec. 
tiveness of aureomycin against Endamoeba histoly. 
tica was reported by McVay, Laird, and Sprunt’ 
of the University of Tennessee at the 1949 meeting 
of the Southern Medical Association. Aureomycin, 
according to these authors, rids the digestive trag 
of these pathogenic protozoa, and thus should pr. 
vide a potent aid in the solution of a long standing 
public health problem. 

The Memphis group* has also studied the 
activity of aureomycin against another troublesome 
protozoal infection, Trichomonas vaginalis. Aj. 
though aureomycin used systemically does not 
eradicate this organism, when it was used as a 
powder mixed with talc, and as a gelatin supposi- 
tory, it was markedly successful. The vaginal area 
was freed by the technic described, of a very re. 
fractory parasite, with relief of the troublesome 
clinical symptoms of itching, burning, and foul 
discharge. The technic of local application of 
aureomycin as described no doubt must be strictly 
followed for satisfactory results in trichomoniasis, 
Gynecologists, if they are able to obtain the same 
results, will welcome a biotic therapy for the 
elimination of this very common disease. 


A bacterial filtrate known since 1932 has recently 
been employed in vitro against a human fungus 
infection. A red pigment derived from Serratia 
marcescens (B. prodigiosus) named _prodigiosin, 
was shown at the time of isolation to have con- 
siderable antibacterial and fungicidal activity im 
vitro. In high dilution it inhibits growth of the 
anthrax bacillus and various staphylococci. A single 
injection caused disappearance of the protozoan, 
Trypanosoma brucei, from the peripheral blood of 
mice. It also inhibited the growth of the diphtheria 
bacillus, gonococcus, and some amebas. Lack,’ of 
the University of California, has reported further 
studies of a preparation of the active pigment. He 
has observed its in vitro effects against Coccidioides 
immitis, a fungus which infects human lungs and 
causes a condition resembling tuberculosis (San 
Joaquin valley fever). Prodigiosin was fungistatic 
at high dilution. Coccidioides immitis was inhibited 


3. McVay, Leon V.; Laird, R. L.; and Sprunt, D. H.: Treatment 
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in vitro by it at a dilution of 1-500,000. Clinical 
yse was not reported. 

Thus hope is being realized almost monthly of 
destroyers for the remaining untreated pathogenic 
micro-organisms from virus to fungus; for the ma- 
jority, an antiseptic is already available. Use of 
gureomycin in the protozoal infections, amebiasis 
and trichomoniasis marks another valuable forward 
step in antimicrobic therapy. 


BACITRACIN 


A recently investigated local and blood stream 
antiseptic is bacitracin. This product was derived 
in 1945 from the culture of a B. subtilis like 
organism isolated from the wound of a patient 
named Tracy, and so named for the source.! It 
falls in the group with penicillin, streptomycin, 
aureomycin and chloramphenicol, since it is a 
product of living chemical processes. The first four 
are obtained from the growth of molds or fungi; 
the last from a micro-organism lower in the life 
scale, a bacillus. Bacitracin is reported to have 
in vitro activity against many bacteria, including 
B. anthracis, Treponema pallidum, and various 
fungi; and to have a valuable synergistic action 
when used with penicillin against rabbit syphilis. 
Some preparations of it have been quite toxic upon 
parenteral administration. 


Studies of its systemic effects in clinical infec- 
tions were reported in 1948; and 270 cases have 
recently been analyzed? in which it was used intra- 
muscularly and locally by physicians in different 
parts of the country in very severe infections from 
various organisms. The investigations attempted to 
determine the bacteria against which it is active, 
and any possible injurious effects. More than half 
these cases had been previously treated unsuccess- 
fully with other antiseptics, and the patients were 
for the most part in extremis. The conditions 
treated were usually due to a mixed infection. 
Among the successfully treated conditions were 
several of very extensive cellulitis, and skin infec- 
tions with widespread burrowing ulceration, in- 
volving a large area of the skin. Some of the 
bacitracin preparations employed were toxic; later 


1. Johnson, B.; Naker, H.; and Meleney, F.: Science, 102:376, 
Syphilis and Bacitracin. Sou. Med. J., 41:849 


Ps Meleney, Frank L.; Longacre, Alfred B.; Altemeier, William 
As Reisner, Edward H., Jr.; Pulaski, Edwin J.; and Zintel, Harold 
bye Efficacy and the Safety of the Intramuscular Administration 

pacitracin in Various Types of Surgical and Certain Medical In- 
oat an Analysis of 270 Cases. Surg. Gyn. Obst., 89:657 


lots were clinically effective without the injurious 
properties. Bacitracin in this series salvaged 55 
per cent of cases resistant to penicillin and sulfa 
therapy. The authors report that this biotic has 
the advantage of a wide spectrum of antibacterial 
activity, and that organisms do not readily become 
resistant to it. 

Products for local use have been marketed for 
some time. It has not been available for general 
use for systemic injections. 

These rapid developments and progress in the 
antiseptic field keep the physician constantly on 
the alert to determine the best for the specific case. 


DR. HUGH LESLIE MOORE 
IN MEMORIAM 


The Association being now more than forty years 
old, has the sad task too often of mourning a 
deceased leader. Dr. Hugh Leslie Moore, of Dallas, 
was elected president of the Southern Medical 
Association at the Richmond meeting in 1933, 
presided over the San Antonio meeting in 1934, 
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and after that meeting headed a large group of 
members and their wives on an official visit to 
Mexico. 


Dr. Moore joined the Southern Medical Associa- 
tion in 1915, was general chairman for the Dallas 
meeting in 1925, a member of the Council and its 
chairman in 1926 and chairman of the Section on 
Pediatrics in 1930. He rarely missed a meeting of 
the Association. 


Born in Monroe County in Texas, he was edu- 
cated in Texas, at the University of Virginia, and 
Bellevue Hospital Medical College in New York. 
He did postgraduate work in London in 1900, and 
in Boston in 1917. He moved to Dallas in 1908 
and held the chair of pediatrics at Baylor Uni- 
versity College of Medicine there, and later until 
his death at Southwestern Medical School. He was 
a charter member of the American Academy of 
Pediatrics, and active for more than forty years in 
organized pediatrics in his state. 


He was a Mason, a deacon in the East Dallas 
Christian Church, and a member of the Dallas 
Country Club. He was practicing his specialty ably 
and actively through the war years and up to the 
recent illness which caused his death on January 19. 


He was a man of exemplary character, good 
judgment and ability, and a source of strength to 
the many who admired him. 


ERRATUM 


An error occurred in the paper, “Hazards Associated with 
Chemical Manufacturing,” by Julian E. Williams in the 
February JOURNAL, page 116, column 2. In the next to 
the last paragraph, the statement is made that “The Federal 
Security Agency has established a Chemical-Biological Co- 
ordination Center for collecting and cataloguing chemical, 
physical and toxicological information from all sources. 
Such an organization is of great value as a source of refer- 
ences and every organization that has information to con- 
tribute should do so.” . 


The Chemical-Biological Coordination Center referred to 
above is associated with the National Research Council, 
2101 Constitution Avenue, N.W., Washington, D. C. In- 
formation to be contributed to this Agency should be 
addressed to the National Research Council, not to the 
Federal Security Agency.* 


*Kirner, Walter R., Director, Chemical-Biological Coordination 
Center: Personal Communication. 


SOUTHERN MEDICAL JOURNAL 


TWENTY-FIVE YEARS AGO 


FRoM JOURNALS OF 1925 


Cause of Sprue and Pernicious Anemia.\—For fifteen 
years I have studied sprue * * * I am unable to say whey 
sprue ends and pernicious anemia begins. Reviewing * ++ 
the older descriptions of pernicious anemia when the diag. 
nosis was made more on the clinical picture * * * 
emphasis is * * * placed on various digestive manifesta. 
tions. The sensitive tongue * * * occurs in 80 per cent of 
cases * * * the feces in pernicious anemia were markedly 
acholuric, indicating a considerable disturbance in the {gt 
resorption * * * I have been impressed in making routine 
study of the feces in pernicious anemia for fat, to note 
its great excess * * * Colonel Bailey K. Ashford * ¢ + 
believes * * * the cause of [sprue] is a yeast, the Monilia 
psilosis * * * Monilia psilosis is not a normal inhabitant 
of the mouth * * * Monilia psilosis were capable of pm. 
ducing definite hemolytic changes * * * The part played 
by Monilia psilosis in the production of [pernicious anemia] 
requires much further study. 


Book Reviews 


Textbook of Medical Treatment. By various authors. 
Edited by D. M. Dunlop, B.A. (Oxon.), M.D., FRCP. 
(Edin.), F.R.C.P. (Lond.), Professor of Therapeutics 
and Clinical Medicine, University of Edinburgh; L. §. P. 
Davidson, B.A. (Camb.), M.D., F.R.C.P. (Edin), 
F.R.C.P. (Lond.), M.D., (Oslo), Physician, H.M. The 
King in Scotland; and J. W. McNee, DS.O., DSc, 
M.D. (Glas.), F.R.C.P. (Edin.), F.R.C.P. (Lond), 
Physician, H.M. The King in Scotland. Fifth Edition. 
999 pages. Baltimore: The Williams and Wilkins Com- 
pany, 1949. Price $8.50. 


The physician who refers to this book for information 
as to treatment will be agreeably surprised at the supple- 
mentary matter included with each condition. There is a 
paragraph or two on the general symptoms and on the 
specific tests for making an accurate diagnosis. After this 
the treatment is taken up, first, from the preventive angle, 
and then the various phases of the curative treatment, 
including the general management, feeding, and nursing. 
Complications are discussed and methods of preventing or 
combating them discussed. Finally, the requirements of 
convalescence are thoroughly outlined. 

This being a work by British authors, the nomenclature 
of drugs is slightly confusing. The value of a brief ap- 
pendix in the American edition, giving the equivalent of 
these British drugs would more than compensate for the 
slight extra work involved. 

The painstaking presentation of subject matter is @ 
outstanding feature of this volume and far outweighs any 
mild faults, such as nomenclature, which may be noticed. 
The information available in this book is well worth while 
and at a reasonable price. 


1. Wood, Edward J.: The Relation of Sprue and Pernicious some 
to each other and to the Monilia psilosis. Sou. Med. Jour., 18: 
(March) 1925. 
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Textbook of Ophthalmology. Volume IV. The Neurology 

of Vision. Motor and Optical Anomalies. Duke-Elder, 
Sir Stewart, K.C.V.0.. M.A., D.Sc. (St. And.), Ph.D. 
(Lond.), M.D., Ch.B., F.R.CS., Hon. DSc. (North- 
western). Surgeon Oculist to H.M. the King; Con- 
sulting Ophthalmic Surgeon to the British Army and 
the Royal Air Force; Director of Research, Institute of 
Ophthalmology, University of London. First Edition. 
1,119 pages, 1,081 illustrations, including 71 in color. 
St. Louis: The C. V. Mosby Company, 1949. 

The appearance of “The Duke-Volume IV” is one of 
the major events of the year in ophthalmology, for each 
of his texts offers a complete coverage of the world’s 
ophthalmic literature upon the subjects presented. Not 
only is the material logically assembled, but it is astutely 
evaluated so that the student of ophthalmology may easily 
comprehend which works are the most valuable. 

Volume IV, “The Neurology of Vision: Motor and 
Optical Anomalies,” is comprehensive and exhaustive. The 
section on neurology begins with disorders of the visual 
pathways and their associated dysfunctions. This is fol- 
lowed by anomalies of the pupillary pathways, and finally, 
the disturbances of the oculomotor apparatus are dealt 
with, including comitant squint and its associated sensory 
phenomona. In systematic anatomic progression, the author 
covers the whole field of organic and functional pathology 
of the central nervous system as expressed in the eye. 

Of particular value to the reviewer are the original 
figures on successive pages of all possible ocular paralyses. 
In the management of squint, many clinicians have lagged 
behind in applying the latest and best knowledge of the 
subject to their patients. Perusal of this enormous com- 
pendium of knowledge will stimulate and greatly improve 
clinical methods. 

Sir Stewart has visited the United States several times 
since the end of the war and it is surprising to find him 
such a young man. Volume V, “The Ocular Adnexa and 
Injuries,” and Volume VI, “Operative Surgery,” will appear 
in the next few years and are awaited with great interest. 


Diagnosis and Treatment of Brain Tumors and Care of the 


Neurosurgical Patient. By Ernest Sachs, A.B., M.D., 
Research Associate in Physiology, Yale University, New 
Haven. Second Edition. 552 pages, with illustrations, 
some in color. St. Louis: The C. V. Mosby Company, 
1949. Price $15.00. 


This new edition of Dr. Sachs’ book is the combination 
of his old book, “Diagnosis and Treatment of Brain 
Tumors,” with a new monograph on the “Care of the 
Neurosurgical Patient.” 


Written from many years of personal experience in the 
care and treatment of brain tumors, the book is liberally 
sprinkled with descriptions of itaportant practical points 
invaluable to the resident neurosurgeon. Portions will also 
be invaluable to the nurse concerned with the care of the 
neurosurgical patient. 

Dr. Sachs is one of the founders of the specialty of 
neurosurgery, and one of the men in American medicine 
Who has done most to further the specialty. However, this 
book has been poorly edited, in that there are numerous 
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inconsistencies scattered through it. Also, personal idiosyn- 
crasies and the use of the personal pronoun play too great 
a role in the delineation of a didactic and academic subject. 
Every surgeon, of course, has his personal pets and dislikes. 
Yet in a textbook, it seems inconsistent with teaching to 
insist upon one’s idiosyncrasies and condemn general usage 
by other qualified surgeons. 


As a means of insight into the personality of a medical 
pioneer, this is an excellent monograph. It covers many of 
the mistakes made in previous decades. As a teaching 
manual, for one unfamiliar with neurosurgery, it falls short 
of its purpose. 


Treatise on Surgical Infections. By Frank Lamont 
Meleney, M.D., Associate Professor of Clinical Surgery, 
College of Physicians and Surgeons, Columbia University, 
New York. 713 pages, illustrated. New York: Oxford 
University Press, 1948. Price $12.00. 


The study and experience of one of the country’s out- 
standing bacteriologic surgeons form the basis for the mate- 
rial recorded in this volume. In its well-organized chapters 
are covered the management of all types of surgical infec- 
tions. The historical aspects of wound infections are ably 
reviewed. 


The use of zinc peroxide is included. This method of 
treating certain types of contaminated wounds gained a 
prominent place before the advent of the sulfonamides and 
the newer antibiotics. The author’s wide experience in the 
use of penicillin, streptomycin and other antibiotics is 
given. Chloramphenical and aureomycin were introduced 
after the book was published. Illustrative cases with 
accompanying photographs, charts and grafts enrich the 
text. 

The bibliography is very extensive. This monumental 
work should stimulate further interest in surgical bac- 
teriology. It is the outstanding contribution of today upon 
the field of surgical infections. 


Mycoses and Practical Mycology. A Handbook for Stu- 
dents and Practitioners. By N. Gohar, M.R.C.S. (Eng.), 
L.R.C.P. (Lond.), Assistant Professor, Parasitology and 
Mycology, Department of Clinical Pathology, Kasrel 
Ainy Faculty of Medicine, Fouad I University, Cairo, 
Egypt. With a foreword by Sir Philip Mason-Bahr, 
CM.G., D.S.0., M.A., M.D., D.T.M., & H. (Cantab.), 
F.R.C.P. (Lond.). 234 pages, with illustrations. Balti- 
more: The Williams and Wilkins Company, 1948. Price 
$6.00. 

An attempt has been made in this small handbook to 
present a complete account of the pathologic fungi. A 
historical review, the geographical distribution, the clinical 
features, the diagnostic laboratory characteristics, and 
therapy are considered in the discussion of the various 
mycologic diseases. The extensive list of species under each 
entity would prove most confusing to the beginner in 
mycology. The author’s classification of fungi leaves 
much to be desired. 


Unfortunately many of the author’s opinions are not in 
agreement with present-day concepts. In a discussion of 
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the treatment of sprue it is said that by a special diet “the 
fungus which presumably plays a part in the etiology of 
the disease” may be starved without interference with the 
average needs of the body. There appears to be no need 
for the inclusion of sprue, erysipeloid or pinta in a text on 
mycology. It is not safe to assume that thallium acetate 
may be used without danger in epilating the scalp. The 
“Sabouraud-Noire pastilles” are not currently necessary in 
the calibration of roentgen apparatus. Successful culture of 
the nails in onychomycosis is not so rarely accomplished as 
the author indicates. One could mention additional points 
of disagreement. 

The fungicides, an extremely important topic, are afforded 
inadequate discussion. Numerous modern treatment methods 
are omitted. The use of sulfonamides and penicillin locally 
should not be recommended generally because of the danger 
of sensitization. 

Although several color plates were mislabeled and cor- 
rected on the same page, many of the illustrations are 
excellent. 

This book does not portray the best usage as it should 
to be recommended to the American student or practitioner. 


Intracranial Tumors. By Percival Bailey, Professor of 
Neurology and Neurological Surgery, University of 
Illinois. 478 pages, illustrated. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1948. Price $10.50. 

This monograph has been the outstanding work on the 
subject of intracranial tumors since its original publication. 
The second edition incorporates the newer knowledge of 
brain tumors, including the method of arteriography in 
diagnosis. In addition an atlas of diagnostic roentgen 
photographs has been appended. The author presents the 
several types of brain tumors from the standpoint of the 
life history of each, with a clear indication of the attain- 
ments of neurological surgery in the treatment of these 
lesions. Thus the student can ascertain what may be 
anticipated in this field. There is an adequate discussion 
on regional neurophysiology in relation to the localizing 
diagnosis of brain tumors, although the emphasis is carried 
to determining the pathology of the lesion as well. The 
bibliography is excellent. 

This volume will be useful to every neurologist and 
neurosurgeon, and the conversational style of the author 
will encourage its perusal by the medical student and 
the general practitioner. 


Roentgen-Ray Examination of the Digestive Tract. By 
Ross Golden, M.D., Professor of Radiology, The College 
of Physicians and Surgeons, Columbia University; 
Director of the Department of Radiologic Service, The 
Presbyterian Hospital, New York. 356 pages, with illus- 
trations. New York: Thomas Nelson and Sons, 1949. 
This small but authoritative volume consists of pages 

reprinted from Nelson’s Loose-Leaf “Diagnostic Roent- 

genology” using the same page numbers as in that text. 

The fundamentals as well as many of the finer points in 

the roentgen examination of the digestive tract are ex- 

plained. Methods of examination of the various digestive 
organs are carefully outlined. Brief discussions of the 
embryology, anatomy, and physiology add interest to the 
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normal and pathologic states of the roentgen aspects of the 
digestive system. Numerous well-chosen x-ray films ap 
pictured to emphasize significant points. Below the 

in many instances, are brief case histories which correy 
the clinical facts. The roentgenologist and gastro-enterologig 
will find this volume authentic, and quite well arranged, 


The Temporal Bone and the Ear. By Theodore H. 
A.B., Ph.D., Professor of Anatomy, University of Wis. 
consin, Madison, Wisconsin; and Barry J. Anson, M A, 
Ph.D., Professor of Anatomy, Northwestern University 
Medical School, Chicago, Illinois. 478 pages, illustrated, 
Springfield, Illinois: Charles C. Thomas, Publisher, 1949, 
Price $12.00. 

This is of value to the otologist chiefly as a reference 
upon the embryology, gross anatomy and histology of the 
ear and temporal bone. 

The monograph is organized on a developmental basis, 
The otic (endolymphatic) labyrinth is described first; then 
the periotic (perilymphatic) labyrinth; and next the otic 
capsule. The greatest emphasis is placed upon the fissula 
ante fenestram and the fissula post fenestram, the otic 
(endolymphatic) valve, the otic sac and duct system. The 
histologic variations in the types of bone and residual 
cartilage in their relation to otosclerosis are stressed. 

Although the chief theme of this monograph is develop. 
mental, an entire chapter is devoted to a historic review 
of the function of the inner ear. 

The book is abundantly illustrated with drawings and 
microphotographs. 


Neurology. By Roy R. Grinker, M.D., Director of The 
Institute for Psychosomatic and Psychiatric Research 
and Training, Reese Hospital, Chicago, Illinois; and Paul 
C. Bucy, M.D., Professor of Neurology and Neurological 
Surgery, University of Illinois College of Medicine, 
Chicago, Illinois. Fourth Edition. 1138 pages, illustrated. 
Springfield, Illinois: Charles C. Thomas, Publisher, 1949. 
Price $12.50. 

Several new sections have been added and much of the 
anatomical and physiologic material has been redistributed 
to allow integration with the clinical entities. An excellent 
index makes it possible quickly to find the subject sought, 
and the bibliographic section is quite complete. The cover- 
age is sufficiently comprehensive so that even advanced 
workers in the field will find the volume useful. The 
addition of Paul Bucy as a co-author has added a fresh 
viewpoint to this edition. 


Geriatric Medicine. The Care of the Aging and the Aged. 
Edited by Edward J. Stieglitz, MS. M.D. FACP, 
Attending Internist, Suburban Hospital, Bethesda, Mary- 
land. Second Edition. 773 pages, with 180 figures. Phil 
delphia and London: W. B. Saunders Company, 19. 
Price $12.00. 

Dr. Stieglitz properly prefaces the book with a ds 
cussion of geriontology, which covers the biological, phys- 
cal, and social aspects of the problem of aging, as well # 
the purely medical approach. The author has utilized the 
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services of forty-six additional contributors, each an 
quthority in his respective field. 

Among the collaborators are found such notables as Drs. 
p, Burns Amberson, who has written an excellent chapter 
on chronic diseases of the lung and pleura; Richard Kovacs 
on physical medicine; Robert Linton on diseases of the 
yeins; Raphael Isaacs on diseases of the blood; William 
H. Sebrell on malnutrition; Hobart A. Reiman on acute 
diseases of the lungs and pleura; Howard B. Sprague on 
the normal senile heart; the therapy of cardiac decompensa- 
tion by Drs. William D. Stroud and Joseph A. Wagner; 
medico-legal aspects of senility by A. Warren Stearns; and 
atteriosclerosis by Irving S. Wright. It was particularly 
refreshing to find the superb chapter on diseases of the 
jorta written by Dr. Chester S. Keefer. 

Although there is some overlapping from chapter to 
chapter, particularly in discussions of the cardiovascular 
system, this certainly does not detract from the value of 
the book. In fact, it is anticipated that relatively few 
physicians will read the book from cover to cover. Con- 
sequently, it is well that there be some repetition of such 
basic information as is indicated. 

Since each author is an authority in his field, the ma- 
terial presented will be found to be reliable. The re- 
viewer was able to find only one gross error. In a dis- 
cussion of diseases of the bone, the author says that “cancer 
of the lung itself is rare.” 


Kinesiology Laboratory Manual. By Leon G. Kranz, M'S., 
Professor of Physical Education and Chairman of the 
Department, Northwestern University, Evanston, Illinois. 
177 pages, illustrated. St. Louis: The C. V. Mosby Com- 
pany, 1948. Price $2.75. 

Kinesiology Laboratory Manual is truly a laboratory 
manual in analyzing muscle functions. 

The observation notations of different actions of the 
muscles are excellent and brings to light some of the com- 
plex actions in which one muscle can participate. 

The action charts are very instructive and the questions 
printed at the conclusion of each chapter are helpful in 
reviewing the highlights of the subject. 

The discussion on “levers’’ in muscle action might be 
confusing to a beginner and the manual would be just as 
complete without it. 


Operative Technic. Edited by Warren H. Cole, M.D., 
FACS., and Head of Department of Surgery, University 
of Illinois, College of Medicine, and Director, Surgical 
Services of Illinois Research and Educational Hospitals, 
Chicago. Volume I, General Surgery, Introduction by 
Frank H. Lahey, M.D., F.A.C.S. 951 pages including 
listing of articles. Volume II, Specialty Surgery, Intro- 
duction by Allen O. Whipple, M.D. 725 pages, including 
listing of articles. New York: Appleton-Century-Crofts, 


oe 1949. Price, Volume I, $16.00. Price, Volume II, 
14.00. 


Written by a distinguished group of American surgeons 
and edited by Warren H. Cole. The two volumes of 
Operative Technic, one dealing with general surgery, and 
the second with specialty surgery, reflect present-day teach- 
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ing in technical expertness. Both are characterized by the 
authors’ large experience, flexibility of viewpoint and 
extensive contributions to new developments. 

All operative fields in general surgery are covered with 
the exception of obstetrics, eyes, nose and throat. The 
illustrations are numerous, are well reproduced and many 
are original. 


Mature surgeons, candidates for surgical boards, surgical 


residents, and surgical interns will find this modern work 
on operative technic to be well worth while. 


Syphilis: Its Course and Management. By Evan W. 
Thomas, M.D., Professor of Clinical Medicine, New York 
University College of Medicine. Foreword by John F. 
Mahoney, M.D., Director of Venereal Disease Research 
Laboratory, United States Public Health Service. 317 
pages, illustrated. New York: The Macmillan Company, 
1949, Price $5.50. 


The author for many years has been in charge of the 
Syphilis Division of New York University of Bellevue Hos- 
pital. His subject is handled in four main divisions. Be- 
ginning the etiology, course of untreated syphilis, im- 
munology and interpretation of serologic tests for syphilis, 
he proceeds to treatment, examination and education of the 
patient. This is followed by the diagnosis and treatment 
of various stages, and the last chapter is devoted to a 
discussion of the public health aspects. 

The chapters on the course of untreated syphilis, interpre- 
tation of quantitative serologic test for syphilis (STS) and 
principles underlying antisyphilitic treatment answer many 
questions concerning the day-to-day management. Penicillin 
treatment is up-to-date, and includes a discussion of pro- 
caine penicillin. 

This very valuable text is based upon a large personal 
experience. 


May’s Manual of the Diseases of the Eye. For Students 
and General Practitioners. By Charles A. Perera, M.D., 
Assistant Clinical Professor, College of Physicians and 
Surgeons, Columbia University, New York. 512 pages, 
with 378 illustrations and 93 colored figures. Baltimore: 
The Williams and Wilkins Company, 1949. Price $5.00. 


The revisions in this edition of the most widely sold eye 
text manifest a noteworthy change in policy, for many 
previous editions have been changed by only a few sentences 
here and there, done with such care that resetting of other 
pages was necessary. 

This plan accomplished Dr. May’s original and most 
worthy objective, keeping the cost of the book low, but it 
deterred extensive revisions which are necessary, even in 
this book internationally famous since 1900. 


Dr. Perera has particularly revised the treatment of 
conjunctivitis, classification and treatment of diseases of 
the optic nerve, the use of newer antibiotics and the sur- 
gical correction of ocular motor abnormalities. 

Unquestionably, this book will continue to be appre- 
ciated by large audiences. In editions yet to come, it is 
to be hoped that a reference list of authoritative articles 
can be placed at the end of each chapter. 
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Electrotherapy and Light Therapy. With Essentials of 
Hydrotherapy and Mechanotherapy. By Richard Kovacs, 
M.D., Professor of Physical Medicine, New York Poly- 
clinic Medical School and Hospital; Attending Physical 
Therapist, Manhattan State, Harlem Valley State and 
Columbus Hospitals; Consultant in Physical Medicine, 
Surgeon General, U.S. Department of the Army. Sixth 
Edition. 739 pages, with 368 illustrations. Philadelphia: 
Lea and Febiger, 1949. Price $10.00. 


The sixth edition is well up to date. 


The chapter on low frequency current has been greatly 
enlarged including new technics with galvanofaradization 
and electric stimulations to muscles. The author stresses the 
employment of electric stimulation in weak and denervated 
muscles and settles the question which was controversial 
for years. 

The description of the new field of applied physical 
energy, ultrasonic, is very timely since foreign literatures 
are crowded with its clinical application. The discussion of 
the application of microwave therapy is brief and yet in- 
formative. 

The chapter on exercises is a useful reference which 
points out the unnecessary expenditures in acquiring costly 
apparatus for certain types of exercises. 

Dr. Knudson has contributed his vast experience in the 
chapter on rehabilitation. 

The glossary is very valuable and without it many 
students of physical medicine would be lost. 


Vascular Diseases in Clinical Practice. By Irving Sherwood 
Wright, M.D., Associate Professor of Clinical Medicine, 
Cornell University Medical College; Chief of Section on 
Vascular Diseases of the Department of Medicine, New 
York Hospital. 514 pages, illustrated. Chicago: The 
Year Book Publishers, Inc., 1948. Price $7.50. 


The book commences with an excellent classification of 
the diseases of the blood and lymph vessels, which could, 
however, be simplified for the benefit of the general practi- 
tioner. 

Chapter II deals with the study of the patient and the 
history outlines are very instructive and useful. The rest 
of the book presents briefly different vascular diseases. 

The management of thrombophlebitis is excellent espe- 
cially the stressing of the precautionary measures such as 
deep breathing and the avoidance of straining at defecation. 

The key note of the book is conservative therapy which 
is highly commendable. 


A Handbook of Charting for Student Nurses. By Alice L. 
Price, R.N., B.S., Director of Nurses, Alton Memorial 
Hospital, Alton, Illinois. Third Edition. 386 pages. St. 
Louis: The C. V. Mosby Company, 1948. Price $3.75. 
This is an excellent manual of charting for the student 

nurse though unfortunately with a rather limited field of 

usefulness. Unless the student’s own hospital used forms 
very similar to the practice ones in the handbook the varia- 
tions between what she found in the textbook and what 
she met with on the wards might prove thoroughly con- 
fusing. Except for this point the book should be a very 
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satisfactory text. The mechanics of printing are gone into 
thoroughly and charting for all types of conditions is dea} 
with adequately. A particularly good feature is the jp. 
clusion of sections on specialized charting such as for ob. 
stetrics and of samples of the many hospital forms go: 
necessarily having to do with charting with which the 
nurse must become familiar. Ample space is included jn 
the book for practice purposes and the inclusion of the 
glossary in the back should aid in making it an excellen: 
text and reference book. 


Medical Meeting. By Mildred Walker. 280 pages. New 
York: Harcourt, Brace and Company, 1949. Price $3.09. 
“Medical Meeting” is an interesting and entertaining 

novel with, as its title indicates, a most unusual setting for 
this type of book. In contrast to the usual medical novel 
set in a big hospital equipped with glamorous interns and 
beautiful nurses the author presents the warmly human 
story of the hopes and dreams, the successes and failures of 
a young doctor and his wife against the thoroughly un- 
glamorous background of a tuberculosis sanitorium. There 
is the human contrast between success and failure, early 
idealism and mature cynicism. The medical background 
seems accurate and adds richness to the story creating 
scenes with which many nurses are familiar and about 
which they would doubtless enjoy reading. 


Pediatric Nursing. By Gladys S. Benz, R.N., BS., MA, 
Associate Director, Union University School of Nursing, 
Albany, New York. 638 pages, with 119 illustrations. 
St. Louis: The C. V. Mosby Company, 1948. Price $4.00. 
This is an excellent, comprehensive text on pediatric 

nursing going far beyond the bare essentials of hospital care 

for the sick child and embracing the newer concepts of the 
child in relation to his total environment, the growth and 
development of the normal child, and community resources 
for the child. All of this should be of great value to the 
nurse not only in the hospital with the sick child but also 
in her equally important role in the community as advisor 
and guide to many mothers at many times and places. 

The book contains an interesting account of the history 
of pediatric nursing, an excellent section on care of the new- 
born with a discussion of the modern technic of self demand 
feeding and a comprehensive study of diseases of children 
and the nursing care of the sick child including care in 
special therapies and the use of the newer drugs. The 
excellent teacher’s guide accompanying the book should 
greatly increase its usefulness to the instructor of pediatrics 
in a school of nursing. 


Physical Medicine in General Practice. By William Bierman, 
M.D., Attending Physical Therapist, Mount Sinai Hos- 
pital. With a chapter on Medical Rehabilitation by 
Sidney Licht, M.D. Second Edition. 686 pages with 310 
illustrations. New York: Paul B. Hoeber, Inc. 1%’. 
Price $8.00. 

This second edition is a monumental work of simplicity 
in bringing to both students and graduates a complex sub- 
ject in an understandable language. 

Dr. Bierman is a great teacher and every chapter of his 
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book reflects his knowledge of the subject. With the addi- 
tional chapter on medical rehabilitation the book is up to 
date. 

It would be a great mistake to overlook the hand draw- 
ings in illustrating the technics of physical medicine. To the 
reviewer, photographs lose the personal contact between the 
author and the student. 

The second edition, like the first, is indispensable to a 
progressive student of medicine. 


Massage and Remedial Exercises. In Medical and Surgical 
Conditions. By Noel M. Tidy, Member of the Chartered 
Society of Physiotherapy; T.M.M.G. Eighth Edition. 
487 pages, illustrated. Baltimore: The Williams and 
Wilkins Company, 1949. Price $5.25. 

A treasure house of information, the volume is well 
organized and the chapters are divided into symptoms, 
surgical treatment and physical treatment. 

The print is a little too fine for easy reading and some 
of the terminology used in England should have explanatory 
notes to acquaint the American student with its meaning. 

The balance exercises for brain and spinal cord diseases 
are excellent and very useful. 

The admonition of examining patients for postural de- 
fects in cases of pes planus is commendable. 

The prescribed exercises in gynecologic disorders are 
controversial. 


4 Manual of Physical Therapy. By Richard Kovacs, M.D., 
Professor of Physical Medicine, New York Polyclinic 
Medical School and Hospital. Fourth Edition. 326 pages, 
with 124 illustrations. Philadelphia: Lea and Febiger, 
1949. Price $3.75. 

The fourth edition is a very useful synopsis of physical 
medicine. It is a small book with an immense store of 
information. Chapter eighteen upon exercises is very in- 
structive, especially to technicians. 

The book opens up a new field to physicians who have 
neglected the adjunct treatments of physical medicine. It 
should be a worthy companion to therapeutics. 


Arthritis and Allied Conditions. By the late Bernard I. 
Comroe, M.D. Completely revised and rewritten. Fourth 
Edition. Edited by Joseph L. Hollander, M.D., with 
collaborating editors. 1108 pages, with 370 illustrations. 
Philadelphia: Lea and Febiger, 1949. Price $16.00. 

Dr. Hollander and his sixteen collaborating editors have 
been very successful in the herculean task of revising Dr. 
Comroe’s book. 

Chapter I deals in detail with the examination of the 
arthritic patient and should be memorized by everyone who 
does arthritic work. The classification of arthritis as pre- 
pared by the New York Rheumatism Association is very 
timely since it will bring about unification and clarification 
of terminologies employed in literature. 

The chapter on physical therapy is well organized and 
an easy reference guide. 
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The chapters on rehabilitation, shoulder-hand syndrome 
and psychogenic arthritis together with the discussion of 
Compound E makes the book the “last word” on rheu- 
matology. 


It is really a great reference library, and a crowning 
achievement for the authors. 


The Diagnosis of Pancreatic Disease. By Louis Bauman, 
M.D., Formerly Assistant Professor of Clinical Medicine, 
Columbia University, and Assistant Visiting Physician to 
the Presbyterian Hospital, New York. With a foreword 
by Allen O. Whipple, M.D. 74 pages. Philadelphia: 
J. B. Lippincott Company, 1949. Price $5.00. 


Chemical laboratory tests are the basis of diagnosis in 
pancreatic disease. Until recently our usable knowledge of 
the internal secretion (insulin) of the pancreas far out- 
weighed that of the external secretions (ferments), as judged 
by practical clinical laboratory procedures. The Stockholm 
group has contributed notable findings in the study of 
pancreatic function tests, while Robert Elman (Washington 
University, St. Louis) pioneered the work on serum amylase 
in the diagnosis of acute pancreatitis. Dr. A. O. Whipple 
(Presbyterian Hospital, New York) by means of his sur- 
gical procedures further advanced our knowledge in this 
field. Now, Dr. Louis Bauman, in this excellent monograph, 
has added significantly to this subject by analyzing ap- 
proximately 550 cases from the clinical and laboratory 
standpoints. He discusses in detail the various pancreatic 
function tests and their application in the diagnosis of 
pancreatic disease. The subject matter is divided into a 
careful consideration of (1) pancreatic function test, (2) 
fat absorption studies in pancreatic deficiency, and (3) 
serum amylase. Specific case studies clarify much tabular 
and statistical information. Baumian’s monograph is a defi- 
nite step in the direction of acquiring a much-needed prac- 
tical clinical knowledge of the acinar activity of the 
pancreas. 


Physiology in Diseases of the Heart and Lungs. By M. D. 
Altschule, Assistant Professor of Medicine, Harvard Medi- 
cal School. 368 pages. Cambridge: Harvard University 
Press, 1949. Price $5.00. 


This monograph is an extensive and readable review of 
the available literature on the physiology of the circulation 
in heart and lung disease. The author’s approach is critical 
and based not only on his comprehensive knowledge of the 
literature, but also on his own extensive investigations in 
this field. 

Circulatory changes associated primarily with heart dis- 
ease are discussed in the first 300 pages, and those related 
primarily to pulmonary disease in the last 50 pages. Chronic 
cardiac decompensation is discussed in the first chapter 
under thirty-seven subdivisions. The author stresses the 
physiologic disturbances involved, rather than presenting 
data to prove “forward” or “backward” failure. In the 
second chapter the differentiation between acute pulmonary 
edema and left ventricular failure is a thought-provoking 
presentation of a poorly understood subject. 


The bibliography alone is worth the price of the book. 
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Stomach Disease As Diagnosed by Gastroscopy. By Eddy 
D. Palmer, A.B., M.S., M.D., Major, Medical Corps, 
United States Army. 200 pages, with 53 illustrations and 
53 color plates. Philadelphia: Lea and Febiger, 1949. 
Price $8.50. 


This book presents a subject about which the majority 
of the medical world knows very little. After reading it 
even the clinician who never expects to peer down a gastro- 
scope will know something of what the inside of the intact 
stomach looks like. A previous knowledge of gastroscopy, 
no matter how meager would make the reading of this 
book more interesting. 

The description of the normal stomach’s appearance is 
especially good. Most of the descriptions of pathologic 
conditions are excellent. The section on ulcers and erosions 
is very well done as is the section on chronic gastritis. 
Some of the other sections seem rather brief. 

Supplementing the description of the various conditions 
seen are beautiful color plates, which add tremendously 
to the value of the book. 

Each section is followed by a very extensive bibliography. 
The author obviously an authority on the subject him- 
self, also provides the reader with a wealth of reference 
material. 

While the volume is not designed as a textbook for the 
beginner in gastroscopy, it will certainly serve as an in- 
valuable aid in the mastering of this neglected and difficult 
subject. 


Southern Medical News 


ALABAMA 


Alabama Academy of General Practice, affiliated with the American 
Academy of General Practice, was organized recently and held its 
first annual post-graduate seminar in Birmingham under the presidency 
of Dr. George S. Peters, Montgomery, January 19-20. The new 
officers are Dr. J. Paul Jones, Camden, President; Dr. Albert S. Dix, 
Mobile, President-Elect; Dr. John E. Foster, Lineville, Dr. George W. 
Newburn, Mobile, and Dr. Greene H. Smith, Birmingham, Vice- 
Presidents. Dr. Tom D. Spies, Birmingham, succeeded Dr. Nathan 
Bograd, Montgomery, as a member of the Board of Directors. The 
retiring President, Dr. Peters, is Chairman of the Board. The 
Secretary-Treasurer will be elected by the other officers. 

Jefferson County Medical Society recently installed Dr. Karl F. 
Kesmodel, President; Dr. Lelias E. Kirby, Vice-President; Dr. William 
E. Coleman, Secretary and Treasurer, reelected; and Dr. Saml. Sellers 
Underwood, a member of the Board of Censors, all of Birmingham. 

Health and Medical Care Council of Alabama has elected Dr. J. G. 
Daves, Cullman, Chairman; Miss Roberta Morgan, Heflin, Vice- 
Chairman; Mr. Waiter Randolph, Montgomery, Treasurer, reelected; 
and Mr. W. A. Dozier, Jr., Montgomery, Secretary. 

Dr. Stanley D. Hand, Birmingham, who recently completed his 
internship at the T. C. I. Hospital, Birmingham, has opened 
office at Athens for the practice of medicine. Dr. Hand is the 
son-in-law of Mr. C. P. Loranz, Secretary-Manager of the Southern 
Medical Association. 

Dr. Karl F. Kesmodel, Birmingham, was Chairman of the Com- 
mittee on Arrangements for the Seminar on Cancer held at the 
Medical College of Alabama, Birmingham, February 21-23. Physicians 
attending the seminar had an opportunity to inspect the research 
activity into a mass screening test for cancer now being conducted 
in one of the South’s most modern laboratories by the Medical College 
under the direction of Dr. J. K. Cline. 

Dr. Roy R. Kracke, Dean, Medical College of Alabama, recently 
addressed the forty-sixth annual Congress of Medical Education 
and Licensure, Chicago, sponsored by the American Medical Associa- 
tion and the Federation of State Medical Boards of the United States. 
The Congress featured discussions on medical education in this 
country and Great Britain, the resettlement of displaced physicians, 
and the role of a profession in promoting educational s! b 

Dr. Roger D. Baker, Birmingham, retiring President, Alabama 
Heart Association and Chief Pathologist, Medical College of Alabama, 


recently addressed the first National Conference on Cardiovascylyy 
Diseases in Washington, D. C. 

Dr. Charles E. Porter, Birmingham, has been elected President 
the Alabama Heart Association. a 

Dr. Tom D. Spies, Birmingham, was awarded the Many 
Cespedes Decoration on January 23 in Havana, Cuba, by Dr, Cars 
Prio Soccarros, President of Cuba, for helping to solve the nutrition 
difficulties of the island’s population. 

Dr. Winfield K. Sharpe, Jr., Pendleton, South Carolina, 
February 1 succeeded the late Dr. J. S. Hough as Director of the 
State Health Department's Maternal and Child Health Bureay, 


ARKANSAS 


The State Medical Board of the Arkansas Medical Society jus 
elected Dr. Chas. H. Lutterloh, President; Dr. Ray E. Willian; 
Vice-President; and Dr. Joe Verser, Secretary-Treasurer. 4 
Dr. Charles S. Paddock, formerly of Fayetteville, is located jp 
the First National Bank Building, El Paso, Texas. 
Dr. J. K. Grace, Belleville, has returned to active military service 
a been assigned to the Office of the Air Surgeon, Washington, 


‘Dr. George W. Jackson, Little Rock, has been appointed region! 
representative on the mental hospital service of the America 
Psychiatric Association. 


DISTRICT OF COLUMBIA 


Dr. Margaret Nicholson, Washington, Chairman of the Section » 
Pediatrics of the American Medical Association, was the official dele 
gate from the United States to the Second Pan American Pediatric 
Congress which was held in Mexico City last November; and she is 
one of six chosen to represent the United States at the Internation: 
Pediatric Congress to be held in Zurich, Switzerland, July 28-30. 

The American Association of Medical Clinics was organized ip 
Washington recently and Dr. Wallace M. Yater was elected its fim 
President. 

At the first meeting of the Washington, D. C. Chapter of th 
American Academy of General Practice Dr. I. Phillips Frohma 
was elected President; Dr. William R. Stover, Vice-President; and 
Dr. Sherman A. Thomas, Secretary-Treasurer. 

Dr. William LeRoy Dunn, Washington, has been appointed Acting 
Director, Bureau of Tuberculosis and will serve until a successor 
has been appointed to Dr. A. Barklie Coulter. 

Dr. Leslie M. Jones, Washington, was recently certified by th 
American Board of Anesthesiology; and he has also been admitted 
to fellowship in the American College of Anesthesiologists. 

Dr. Everett J. Gordon, Washington, has been elected to fellowship 
in the American Academy of Orthopedic Surgeons. 


FLORIDA 


Florida Medical Association will hold its next annual meeting is 
Hollywood, Hollywood Beach Hotel, April 23-26, under the pres- 
dency of Dr. Walter C. Payne, Pensacola. 

National Society for the Prevention of Blindness will be held in 
Miami, Floridian Hotel, March 26-30. 

Dr. Ashbel C. Williams, Jacksonville, has been elected state Pres- 
dent of the American Cancer Society, and Chairman of the Executive 
Committee for the State of Florida. 

Dr. George A. Dame, Florida State Board of Health, Jacksonville, 
has been certified as a diplomate in the Founders Group by th 
American Board of Preventive Medicine and Public Health. 

Dr. Russell B. Carson, Fort Lauderdale, was elected Secretary 
Treasurer of the Southeastern Section of the American Urological 
Association held in Gulfport, Mississippi in February. 

Dr. William D. Futch and Mrs. Frances Chandler Partridge, bot 
of St. Petersburg, were married recently. 


GEORGIA 


Atlanta Eye, Ear, Nose and Throat Society has elected Dr. Lester 
A. Brown, President; Dr. William T. Edwards, Jr., Vice-President; 
and Dr. James T. King, Secretary-Treasurer. 

Dr. Margaret Vance, a graduate of the University of Georg 
School of Medicine, Augusta, has been appointed Resident Physica 
pr head of the Physical Education Department, Agnes Scott College, 

anta. 

Dr. Tully T. Blalock, Atlanta, has been appointed a member o 
the Hospital Advisory Council to the State Board of Health. 

Dr. William S. Boyd, Augusta, has been named a consultant from 
Georgia for the Communicable Disease Center of the U. S. 
Health Service. 

Dr. Harley E. Cluxton, Savannah, was recently awarded a mast! 
of science degree in medicine by the University of Minnesota Medial 
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flabby and foble: | 


Today, OLAC formulas for infants 


assure generous protein intake 


Dr. Cheadle’s words, quoted above, re- 
veal an understanding of nutrition 
years ahead of his time. Physicians now 
recognize not only the baleful effects of 
protein deficiency but the many ad- 
vantages of optimum protein nutrition. 

OLAC* is Mead’s high protein food 
designed for both premature and full 
term infants. Fed in the recommended 
amounts, it provides more protein than 
the Recommended Daily Allowance of 
the National Research Council. 

The two carbohydrates in GLAC are 
Dextri-Maltose* and lactose. A highly 
refined vegetable oil is used in place of 


milk fat. 


The preparation of OLAC formulas is 
simplicity itself; only water need be 
added. Formula tables are available on 
request. 


#Cheadle, W. B.: Artificial Feeding of Infants, 1896; 
Cited by Clements, A. D.: M. J. Australia 2:404, 1946. 


*T. M. Reg. U. S. Pat. Off. 
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when mental depression and nutritional inadequacy 


apathy 
lethargy 
physical debility 


RK ‘Dexedrine’ plus essential B vitamins 


Theptine 


a light and palatable antidepressant 


and restorative elixir 


Each 5 ce. (1 teaspoonful) contains: 
“Dexedrine’* Sulfate, 2.5 mg.; thiamine hydrochloride, 5.0 mg.; 
riboflavin, 0.45 mg.; niacin, 6.7 mg. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 


Easter Island Figurine; Photo courtesy University of Pennsylvania Museum 
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This sequence of 16-millimeter frames demonstrates 
prog of rehabilitation in a case of paraplegia. 
Note how the patient is able to assume sitting posture 
in chair from recumbent position, without assistance. 


Picture the 
patient's progress 


... with photograph .. . after photograph 


To ensure proper projection of 16-milli- 
meter motion pictures—black-and-white and color 
—many physicians prefer Kodascope Sixteen-20 
Projector. Threading is easy . . . quick —adjust- 
ments are few . . . positive—operation is smooth 

. “push button.” Conversion from average pro- 
jection conditions to those for long “throw” in 
spacious auditoriums, or to those for short 
“throw” in small rooms, is simple. Optics are su- 
perb...the lenses are Lumenized to give more 
brilliant images, of better contrast and color purity. 
For further information, see your near- 
est photographic dealer... or write to 


Eastman Kodak Company, Medical Di- | 
vision, Rochester 4, N. Y. 

Major Kodak products ¥ 

for the medical profession : 

X-ray films; x-ray intensifying 


screens; X-ray processing chemi- 
cals; electrocardiographic papers 
and film; cameras—still- and mo- 


tion-picture; projectors—still- and Kodak Vari-Beam Standlight 
motion-picture; enlargers and print- nearest camera affords general 
ers; photographic films—color and illumination. Second Stand. 
provides “‘pickup™ illumina- 
red); photographic papers; photo- tion to out- 
graphic chemicals; synthet.e or- line subject. 
ganic chemicals; Recordak products. 


Serving medical progress through Photography and Radiography 
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SIXTY? 


LINICAL observation and 

nutritional science agree 

that much depends upon the diet whether 

the individual will be biologically old at 
forty or biologically young at sixty. 

To extend biologic youthfulness and 
vigor into later years, a good nutritional 
state based on an adequate diet is manda- 
tory at all times. The efficient functioning 
of many physiologic processes is involved 
in maintaining good nutrition. On the 
other hand, only the adequate diet can sus- 
tain these processes. To assure such dietary 
adequacy under many conditions of 
physiologic stress encountered in day to 
day living, a properly organized food sup- 


plement often assumes vital importance. 

The multiple-nutrient dietary food supple- 
ment Ovaltine in milk richly provides many 
nutritional essentials when such supple- 
mentation is indicated. It provides excel- 
lent amounts of vitamins A and D, ascor- 
bic acid, niacin, riboflavin and thiamine; 
the important minerals calcium, iron and 
phosphorus; and biologically complete 
protein. Its satisfying flavor and its easy 
digestibility make it widely useful in both 
general and special diets whether for chil- 
dren, adults, or the aged. 

The wealth of nutrients presented by 
three glassfuls of Ovaltine in milk is 
shown in the table below. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 


Three servings daily of Ovaltine, each made of 
Ya oz. of Ovaltine and 8 oz. of whole milk,* provide: 
CALORIES..... 


. . Gm 30.0 mg. 
. . 0.94 Gm Wren. 417 1.U 


| 
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Here is the answer! 


1. Maximum Gastric Tolerance. Buf- 


fers protect gastric mucosa against the acid 
breakdown products of sodium salicylate. 


2. Maximum Salicylate Dosage. Gas- 
tric tolerance permits adequate dosage. 


3. Maximum Blood Levels. Adequate 
dosage means high blood levels, the key to 
therapeutic effectiveness. Each Salcedrox 


Tablet supplies: 
4. Maximum Systemic Tolerance. Sodium salicylate 


Calcium minimizes systemic toxicity and 

calcium ascorbate overcomes the vitamin C ; 


(equivalent to 50 mg. 


deficiency, frequently present in arthritic 
conditions. 


Salcedrox is indicated in arthritis and allied 
rheumatic states. Available on prescription 


through all pharmacies. Write for sample | ( ( 
and literature. 


THE S. E. MASSENGILL COMPANY Tablets 


Bristol, Tenn.-Va. 
NEW YORK e SAN FRANCISCO e KANSAS CITY 


. 
5, 
53 
Salicylate dosage 
e 
.5 gr. 
2 gr. 
1 gr. ; 2 
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School, Minneapolis, Minnesota, and the Mayo Clinic, Rochester, 
Minnesota, the honor being result of his research work on patients 
with Addison’s disease. 

Dr. A. T. Coleman, Dublin, a member of the Georgia Senate, has 
been named to the Advisory Council to the State Board of Health 
as provided under the provisions of the Hill-Burton Act for the con- 
struction of hospitals with federal, state ‘and local funds. 

Dr. A. M. Deal and his wife, Dr. Helen Read Deal, Statesboro, 
have opened offices in Statesboro for the practice of medicine. 

Dr. J. Rufus Evans, Decatur, DeKalb County Health Commissioner, 
retired January 1 after twenty-five years’ service. 

Dr. C. W. Harwell, Cordele, has been appointed to a fellowship in 
the American Public Health Association. 

Dr. M. M. Head, Zebulon, and Dr. Thomas W. Goodwin, Augusta, 
have been appointed members of the State Board of Health, Dr. Head 
to represent the Fourth District and Dr. Goodwin the Tenth; Dr. 
Head succeeds Dr. James A. Corry, Barnesville, and Dr. Goodwin 
succeeds Dr. D. N. Thompson, Elberton. 

Dr. James M. Hicks, Brunswick, has been elected Chief of the 
City Hospital medical staff, Brunswick, succeeding Dr. J. B. Avera, 
who becomes a member of the Executive Board; Dr. T. V. Willis, 
Assistant Chief of Staff; and Dr. J. Phillip Muse, Secretary. 

Dr. Hugh Crawford has joined the staff of Jordan’s Hospital, 
Eatonton, and will limit his practice to surgery. 

Dr. M. H. Mason, who has been associated with the staff of Stabler 
Clinic, Inc., Greenville, Alabama, is associated with the Joan Glancy 
Memorial Hospital, Duluth, as head of the medical staff. 

Dr. L. G. Neal, Jr., Cleveland, who has been associated in the 
practice of medicine with his father, Dr. L. G. Neal, has moved his 
ifices to Dahlonega. 

Dr. Samuel E. Patton, Macon, has been named President, Bibb 
County Tuberculosis Association. 

Dr. A. W. Simpson, Jr., Washington, has opened a new and modern 
one-story brick office building. 

Dr. Richard L. Harris has been appointed Manager of the 1,965- 
bed Veterans Hospital under construction at Peekskill, New York. 
Dr. Harris, a member of the Laurens County Medical Society and 
the Medical Association of Georgia, was formerly with the Veterans 
Administration in Los Angeles, California. 

Dr. R. A. Vonderlehr, Atlanta, Medical Director in charge of the 
Communicable Disease Center of the U. S. Public Health Service, 
Atlanta, has announced that the Public Building Administration 
allocated $500,000 for plans and specifications for a new national 
headquarters building in Atlanta for the Center. This is the first step 
in the construction of a five-building center to be built adjoining 
Emory University at an estimated cost of $10,000,000. 

Dr. George Jefferson Austin, Jr., Moultrie, and Miss Evelyn 
Saunders, Valdosta, were married recently. 

Dr. Asa Daniel Duggan, Sandersville, and Miss Mary Elizabeth 
Johnson, Washingtoa, were married recently. 
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KENTUCKY 


A new children’s hospital is under construction at Louisville Which 
will cost $2,000,000. Some of its features will be an amphitheater { 
teaching doctors and nurses, three operating rooms, a laboratory, 1 
research department for the University of Louisville School of Med. 
cine and an isolation department for contagious diseases, Bcc 

Dr. J. Duffy Hancock, Louisville, has been elected Chairman of the 
Executive Committee, Kentucky Division of the American Cancer 
Society, succeeding Dr. Guy Aud, Louisville, who resigned. Dr Aud 
remains as one of the national board members of the society. 

Dr. Bruce Underwood, Louisville, has been reelected to a four-yey 
term as State Health Commissioner and Secretary of the State on: 
of Health. Board members reappointed are Dr. William H. Fuller 
Mayfield; Dr. Finis M. Travis, Frankfort; and Dr. C. B. Davie 
Ph.D., Louisville. 

Dr. Oscar O. Miller, Louisville, has been appointed a member of the 
Board of Trustees of the University of Louisville. 

St. Anthony’s Hospital, Louisville, has the following new officers on 
its medical staff: Dr. Thomas V. Gudex, President; Dr. John ¥ 
Townsend, Vice-President; and Dr. Clyde H. Foshee was reelected 
Secretary-Treasurer. 

The new 30-bed wing that has been added to the Jennie Stuart 
Hospital, Hopkinsville, will be used for babies and children. 

Dr. C. B. Van Arsdall, Harrodsburg physician and surgeon for 4 
years, recently had the title “‘Honor Citizen of Harrodsburg” conferred 
— him by the Lions Club at which time he was presented a gold 
trophy. 

Norton Infirmary, Louisville, has the following to head the medical 
staff: Dr. Lawrence T. Minish, Jr., President; Dr. S. C. Clark Vice- 
President; Dr. K. D. Leatherman, Secretary-Treasurer; and on the 
Executive Committee: Dr. Arnold Griswold, Dr. J. C. Bell and Dr 
Max L. Garon. 

Dr. Waller H. Griffing, formerly Associate Radiologist at Lexington 
Clinic, has been appointed Director of the X-Ray and Radiology 
Departments of Middlesboro Hospital and Clinic, Middlesboro, 

Dr. C. C. Inge, Elizabethtown, has moved to Sarasota, Florida 


LOUISIANA 


Louisiana State Medical Society will hold its next annual meeting 
in Baton Rouge, April 24-26, under the presidency of Dr. Edwin H. 
Lawson, New Orleans. 

The Southern Psychiatric Association at its recent annual meeting 
held in New Orleans installed Dr. R. Finley Gayle, Jr., Richmond 
Virginia, President; elected Dr. R. Burke Suitt, Durham, North 
Carolina, President-Elect; and reelected Dr. Newdigate M. Owensby 
Atlanta, Georgia, Secretary-Treasurer. 

The Rudolph Matas Award in Vascular Surgery was presented on 
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THE INDICATION DICTATES THE CHOICE OF MEDICATION 


ol (Doho) by exclusive process 
gravity and is virtually free 


IM ACUTE OTITIS MEDIA 
REMOVAL OF IMPACTED CERUMEN 


AS AN ADJUNCT TO SYSTEMIC ANTI- 
INFECTIVE THERAPY, AS PENICILLIN, ETC. 


CONTAGIOUS DISEASE EAR INVOLVEMENTS | | 
USE 


-+. because its potent decongestant, dehydrating and 


9 P quick, efficient relief of pain 
ond inflammation in any intact drum involvement. 
FORMULA: 

Glycerol (DOHO) 17.96 GRAMS 
(Highest obtainable spec. grav.) 


0.21 GRAMS 


has the highest obtainable specific = 


of water, alcohol and acids 


IN CHRONIC SUPPURATIVE 
OTITIS MEDIA, FURUNCULOSIS 
AND AURAL DERMATOMYCOSIS 


USE @.T05-MO-SAN 


+++@ potent chemical combination (nof 
@ mere mixture), combining Sulfathiazole 
and Urea in AURALGAN Glycerol (DOHO) 
Base—because it exerts a powerful solvent action 
on protein matter, liquefies and dissol b # 
granulation tissue, cl and deodorizes, and 
tends to exhilarate normal tissue healing in the effec- 
tive control of chronic suppurative otitis media. 


FORMULA: 

Urea 2.0 GRAMS 
Sulfathiazole 1.6 GRAMS 
Glycerol (DOHO) Base.............::csecesesee 16.4 GRAMS 


Literature and samples sent to physicians on request. 


DOHO CHEMICAL CORP. Makers of AURALGAN and 0-TOS-MO-SAN NEW YORK 13 
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to feed the flame of youth...or bank the embers of age 


In geriatrics or pediatrics, indeed, 

in every field of medical practice, 
protein therapy is of fundamental 
importance; and for most patients the 
safest, most practical and most effective 
regimen is whole protein, by mouth. 


DELCos granules, composed of 
exceptionally palatable, whole proteins 
of highest biologic value (casein 

and /actalbumin) protected from 
wasteful use as energy by carbohydrate, 
30%, are well adapted for protein 
therapy in every age group. 

Supplied in 1-lb. and 5-Ib. jars. 

Sharp & Dohme, Philadelphia 1, Pa. 


Protein-Carbohydrate granules 


Indication: Protein replacement in 

surgery, obstetrics, geriatrics, pediatrics, and 
internal medicine. Nutritional supplement 
in treatment of burns, fractures, 
hemorrhage, anemia, febrile and wasting 
illnesses, and other conditions. 


Comment: “‘ All evidence favors the 
ingestion of whole protein . . . If a patient 
has no disorder of the gastrointestinal 
tract that prevents ingestion and 
utilization of food, it is usually possible to 
administer more protein and calories by 
mouth than can be given solely by 
parenteral means... No justification can be 
found for oral administration of protein 
hydrolysates.” Peters, J. P.: American 
Journal of Medicine, 5:100, 1948. 
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Doctor... 


Here are two great Spot Tests 


that simplify urinalysis. 


GALATEST 


The simplest, fastest urine 
sugar test known. 


ACETONE TEST 


(DENCO) 


For the rapid detection of Acetone 


in urine or in blood plasma. 


A LITTLE POWDER... 
A LITTLE URINE 


Combination Kit: Contains both tests, a 
dropper and color chart. Available at 
all drugstores and surgical supply houses. 


BIBLIOGRAPHY 


Joslin, E. P., et al.: Treatment of Diabetes 
Mellitus—8 Ed., Phila., Lea & Febiger, 1946. 
P. 241, 247. 

Duncan, G. G., Carey, L. S. and Hudson, M. T.: 
Medical Clinics of North America—Phila., 
No., W. B. Saunders Co. Phila., 1949. P. 
1538. 

Lowsley, O. S. and Kirwin, T. J.: Clinical 
Urology—Vol. 1, 2 Ed., Balt., Williams & 
Wilkins, 1944. P. 31. 

Duncan, G. G.: Diseases of Metabolism—2 Ed., 
Phila., W. B. Saunders Co., 1947. P. 735, 
736, 737. 

Guidotti, F. P. and Winer, J. H.: The Military 
Surgeon—Vol. 94, Feb., 1944, No. 2. 

Bacon, Melvin: The Journal of The Maine Medi- 
cal Assn.—-Vol. 38, July, 1947, No. 7. 
167 


Stanley, Phyllis: The American Journal of Medi- 
cal Technology—Vol. 6, No. 6, Nov., 1940 
and Vol. 9, No. 1, Jan., 1943. 


COLOR REACTION IMMEDIATELY 


Galatest and Acetone Test (Denco) . . . Spot Tests 
that require no special laboratory equipment, liquid 
reagents, or external sources of heat. 


One or two drops of the specimen to be tested are 
dropped upon a little of the powder and a color 
reaction occurs immediately if acetone or reducing 
sugar is present. False positive reactions do not 
occur. Because of the simple technique required, 
error resulting from faulty procedure is eliminated. 
Both tests are ideally suited for office use, labora- 
tory, bedside, and “‘mass-testing.” Millions of indi- 
vidual tests for urine sugar were carried out in 
Armed Forces induction and separation centers, and 
in Diabetes Detection Drives. 


The speed, accuracy and economy of Galatest and 
Acetone Test (Denco) have been well established. 
Diabetics are easily taught the simple technique. 
Acetone Test (Denco) may also be used for the 
detection of blood plasma acetone. 


Write for descriptive literature. 


THE DENVER CHEMICAL MFG. CO., INC. 


163-6 Varick Street, New York 13, N.Y. 
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950 


in these palatable forms 


50,000 Units* in One Dropperful 


for the infant or young child—tasty when taken directly, 
may be added to formula or other liquid—a concentrated 
solution; no tablets to crush; often obviates painful in- 
jections. 


ram-cillin 


100,000 Units* in a Teaspoonful 


for the child or adult patient—a truly delicious liquid 
penicillin—easy to give, easy to take, often obviates in- 
jections, assures a ready adherence to dosage schedules. 


DROP-CILLIN—in 9 cc. ““drop-dosage” bottles containing 600,000 units of pen- 
icillin. Solution is pink in color. Accompanying calibrated dropper, filled to 
mark, delivers approximately 20 drops (0.75 cc.) containing 50,000 units of 
penicillin. * 


DRAM-CILLIN—in 60 cc. “‘teaspoonful-dosage”’ bottles containing 1,200,000 units 
of penicillin. Solution is ruby-red in color. Teaspoonful (approximately 5 cc.) 
provides 100,000 units of penicillin. * 


*(buffered penicillin G potassium) 


Whelé LABORATORIES, INC., PHARMACEUTICAL MANUFACTURERS, 
NEWARK 7, N. J. 
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January 17 to Dr. Alfred Blalock, Baltimore, Maryland, by Dr. 
Rudolph Matas, New Orleans. The award was established in honor of 
Dr. Matas, emeritus professor and former head of the Department of 
Surgery, Tulane University of Louisiana School of Medicine, and 
pioneer in vascular surgery. Dr. Matas is now 89 years old. 

Dr. Edgar Burns, New Orleans, was elected President of the South- 
eastern Section of the American Urological Association held recenily 
in Gulfport, Mississippi. 

The new $2,885,000 Baton Rouge General Hospital, a five-story 
274-bed institution, was opened recently. It has been under construc- 
tion for about four years because of shortage of materials and rising 
building costs that necessitated a second financial drive. 


MARYLAND 


Medical and Chirurgical Faculty of the State of Maryland will hold 
its next annual meeting in Baltimore, April 24-26, under the presi- 
dency of Dr. A. Austin Pearre, Frederick. 

Dr. Bacon F. Chow, Johns Hopkins University, School of Hygiene 
and Public Health, Baltimore, has received from The Upjohn Com- 
pany a grant of $5,000 for the study of the value of vitamin Bu in 
promoting growth of infants on diets restricted because of medical 
reasons, of apparently healthy infants on normal diets and on chron- 
ically ill older children. 

Dr. David I. Macht, Research Physiologist and Pharmacologist in 
the Sinai Hospital, Baltimore, was recently presented an honorary 
degree of Doctor of Theology by the Ner Israel Rabbinical College of 
Baltimore on the occasion of his fortieth anniversary as a research 
scientist and in recognition of his scientific contributions concerning 
Biblical references to natural history. 

Dr. Herbert Lyman Findley, Jr., Bethesda, and Miss Margaret 
Louise Koster, Tuscaloosa, Alabama, were married recently. 


MISSISSIPPI 


Southeastern Section of the American .Urological Association held 
in Gulfport in February installed Dr. Edgar Burns, New Orleans, 
Louisiana, President; and elected Dr. Temple Ainsworth, Jackson, 
President-Elect; and Dr. Russell B. Carson, Fort Lauderdale, Florida, 
Secretary-Treasurer. The 1951 meeting will be held in Memphis, 
Tennessee. 

Dr. John W. Long has opened an office for the practice of general 
surgery at Jackson. 


March 1959 


The total number of men and women who have received 
education loans since the inauguration of the state medical educatiog 
loans is 222. 


MISSOURI 


Washington University School of Medicine, formed in 1899 with 
the merger of the old Missouri Medical College and the St, Louis 
Medical College, celebrated on February 21 fifty years of continuous 
operation of a School of Medicine, at which time ceremonies were 
conducted for laying the cornerstone for the new Cancer Research 
Building. 

Dr. John Paul Frick, Kansas City, was recently elected President, 
Kansas City Dermatological Society; and Dr. David B. Morgan, 
Kansas City, was elected Secretary-Treasurer. 


NORTH CAROLINA 


Medical Society of the State of North Carolina will hold its next 
annual meeting in Pinehurst, May 1-3. 

An addition to the North Carolina Baptist Hospital, Winston- 
Salem, is expected to be constructed this spring at a cost of $1,705, 
356. The North Carolina Medical Care Commission allocated $687,356 
to the project, and the balance of $1,008,000 has been pledged. The 
new wing will provide space for 150 more beds, bringing the hos 
pital’s capacity to 410 beds and 55 bassinets. 

Dr. Richard T. Myers, Winston-Salem, assumed duties on January 
1 as Instructor in Surgery, Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem. 

Dr. J. Robert Andrews, former Director of Radiology, Good Samari- 
tan Hospital, West Palm Beach, Florida, is Visiting Professor of 
Radiology and Director of the Department of Radiology, Bowman 
Gray School of Medicine of Wake Forest College, Winston-Salem. 

Dr. John L. Ranson, Jr., is associated with Dr. Elias B. Faison in 
the practice of internal medicine in Charlotte. 

The Nalle Clinic, Charlotte, has added a Department of Orthopedic 
Surgery with Dr. Alfred R. Berkeley, Jr., as its head. 

Dr. Howard T. Holden has reopened offices at Charlotte for the 
practice of ophthalmology and otolaryngology. 

Dr. Raiford D. Baxley, Wagram and Durham, has been appointed 
Chief Surgeon of the new 75-bed Chatham County Hospital, Siler 
pn aD effective April 1 when construction on hospital will be com- 
pleted. 
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ilaudid hydrochloride 


(dihydromorphinone hydrochloride) 


@ Dilaudid is subject to Federal narcotic regulations. 


sl Corp. Orange, N. J 


COUNCIL ACCEPTED 


Powerful opiate analgesic - dose, 1/32 grain to 1/20 grain. 
Potent cough sedative - dose, 1/128 grain to 1/64 grain. 
Readily soluble, quick acting. 


Side effects, such as nausea and constipation, seem less 
likely to occur. 


An opiate, has addictive properties. 


Dependable for relief of pain and cough, not administered 
for hypnosis. 


Dilaudid, Trade Mark Bilhuber. 
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. .. direct light-beam approaches in all 
surgical postures from any desired position 
in the horizontal and vertical planes. 


‘The “American” MAJOR SURGICAL LUMINAIRE 


(Model DMCA) - ad 


in addition to its exclusive Head-End and Dual Control 
feature permitting constant wound observation and 
accurate beam redirection from outside the sterile area, 
offers VERTICAL HEIGHT ADJUSTMENT over the oper- 
ative site... fundamental compensation that alone 
insures maximum Foot-Candle intensity at varying 
Table elevations. 


CHOICE OF 3 INTENSITIES 
of cool illumination with equal shadow reduction to 
compensate for varying incision characteristics. 


WRITE TODAY for detailed specifications 
AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


i 


> T° DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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water 
gets 

the oil | 
there 
faster 


a bad 4 gener 
|- nera vitamin ro S CONTAINS 100% NATURAL VITAMIN D, 
j THE SUPERIOR ANTI-RACHITIC 


Great Advance in Vitamin Therapy . . . this oil-in-water 


solution developed by the Research Laboratories of 
U. S. Vitamin Corporation. Clinical literature* em- VITAMIN A (natural) . 5,000 units wit. 
phasizes the superiority of aqueous solutions of VITAMIN D (natural) . 1,000 units 
vitamin A compared to oily solutions (such as per- ASCORBIC ACID. . 50 mg. Thr 
comorph oils) ... THIAMINE 1 meg. 
500% GREATER ABSORPTION 
RIBOFLAVIN .. . Ame. 
85% HIGHER LIVER STORAGE PYRIDOXINE .. . pees 
1/5th AS MUCH EXCRETION PANTOTHENIC ACID 2 me. 


* Literature and samples upon request 


u.s.vitamin corporation 


casimir funk laboratories, inc. (affiliate) 
250 e. 43 st., new york 17, n. y. 
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with your requirements 


SAVES future costs! 


t 
é 


KELEKET’S 
REVOLUTIONARY 


COMBINATIONS 


One basic table and 
unique floor-to-ceiling 
tubestand adaptable to 
15MA, 30MA or 1OOMA 
power capacities... 


Choose the combination to suit your practice! 


Keleket has developed a FULL SIZE Standard Tiltinz 
Table with a completely new, highly flexible Floor-to- 
Ceiling tubestand. This basic X-ray equipment is equally 
adaptable for either 1SMA, 30MA or 100MA tube and 
generating units. 


GROWS WITH YOUR REQUIREMENTS 
Start out with the simplest 15MA tubehead; then at a 
future date change to a 30MA tubehead, if you desire. 
Whenever you're rezdy, step up to a 100MA generating 
unit. 
FUTURE COSTS SAVED 


Throughout all interchanges you retain the same Kelek-t 


the MELLEY- KOETT 


illustration above shows 100MA Combination with the 
basic table and Floor-to-Ceiling tubestand. This combi- 
nation includes the famous Keleket Multicron Generator. 


Table and Tubestand. This means you eliminate one of 
the biggest cost factors in equipment—new table and tube- 
stand costs as you step up your tube capicity and power. 


FULL RADIOGRAPHIC- 
FLUOROSCOPIC FACILITIES 


Perform radiography in horizontal and trendelenburg posi- 
tions, vertical and horizontal fluoroscopy. Swing tubehead 
away from the table and radiography stretcher cases on 
the opposite side. If you want a bucky diaphragm, even 
the lowest cost unit is equipped to accommodate one. 


Write us or hve our representative call. 


Manufacturing Co. 
2043 WEST FOURTH Sst. “-“ COVINGTON, KY. 


The oldest original name in X-Ray 
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FEVER VICTIMS 
EVENTUALLY DEVELOP 
ASTHMA... 


import 


“Alleviation of the patient’s symptoms with the 
anti-histaminics will nat prevent asthma.” ? 


Preseasonal treatment, by specific hyposensitiza- 
tion begun six to twelve weeks before the antici- 
pated exposure to tree pollens, grasses, and 
weeds, affords “excellent relief” in 80 to 85 per 
cent of cases—with greatly reduced likelihood of 
complications such as asthma and sinusitis.”” 


Zo needs: 


ARLINGTON DRY POLLEN DIAGNOSTIC SETS contain at least 
23 vials of selected windborne pollens representing 
the major causative factors in your area, plus a vial 
of house-dust allergen. Each vial provides enough 
material for about 30 tests; diluent furnished with 
each set. Price, $7.50. 


ARLINGTON POLLEN TREATMENT SETS provide serial dilutions 
of single pollens of your choice, or pollen mixtures 
chosen from our 21 stock mixtures. Each set contains 
five 3-cc. vials of the following concentrations: 
1:10,000; 1:5,000; 1:1,000; 1:500; and 1:100. Dosage 
schedule accompanies each set. Price, $7.50. 


ARLINGTON SPECIAL MIXTURE TREATMENT SETS are prepared 
according to your patient’s individual sensitivities. 
Each set contains five 3-cc. vials in the same dilu- 
tions as above. Ten-day processing period required. 
Price, $10.00. 

1. Cooke, R. A.: in Textbook of Medicine (Cecil). Philadelphia, 
W. B. Saunders Company, 1947; seventh edition, p. 528. 


2. Nevius, W. B.: J. M. Soc. New Jersey 46: 17 (1949). 
3. Rosen, F. L.: ibid. 45: 389 (1948). 


OBTAIN YOUR ALLERGENIC EXTRACTS NOW 


THE ARLINGTON 
CHEMICAL COMPANY 
YONKERS 1 


NEW YORK 


March 1959 


Continued from page 58 


Dr. John Haney Keller, China Grove, and Miss Margaret Liluer 
Beale, Franklin, were married recently. 

Dr. Henry Page Royster, Oxford, and Miss Kathleen Winston 
Ryland were married recently. 


OKLAHOMA 


Five members of the Oklahoma State Medical Association have been 
presented with 50 Year Pins in tribute of fifty or more years in the 
practice of medicine: Dr. John Paul Jones, Dill City; Dr, §. 7 
Hathaway, Mountain View; Dr. Frank W. Rogers, Carnegie: Dr 
O. S. Somerville and Dr. J. V. Athey, both of Bartlesville. 7° = 

Dr. Carolyn Hays has been appointed Assistant Director, Depart. 
ment of Health, Oklahoma City. 

The Garfield County Medical Society and the Kingfisher County 
Medical Society recently united to form a new organization the 
Garfield-Kingfisher County Medical Society. " 

Dr. William A. Tolleson, Eufaula, has been awarded the medal of 
merit by the Department of the Interior for outstanding service over 
a long period ot time in government Indian service. 

Dr. Harry C. Ford, formerly of Oklahoma City, is associated with 
the Miami (Oklahoma) Clinic. 

Dr. Woodroe Williams, Idabel, recently made a world tour, 

Dr. Walter Hardy, Ardmore, has been elected to honorary member. 
ship in the American Association of Industrial Physicians and 
Surgeons. 

The portrait of Dr. O. C. Newman of Shattuck, who was elected 
to the Hall of Fame in 1943, was recently unveiled and presented 
to the Oklahoma Hall of Fame. 


SOUTH CAROLINA 


Dr. James R. Thomason, Fountain Inn, who has completed his 
surgical residency at Utah General Hospital, Salt Lake City, has 
moved to Greenville where he is associated with Dr. David A. Wilson 
in the practice of general surgery. 

Dr. Jack Wylan Rhodes, Charleston, and Miss Dorothy Elizabeth 
McLeod, St. Johns Island, were married recently. 

Dr. Wayne Carter Brady and Miss Billie Dove Koon, both of 
Columbia, were married recently. 


Continued on page 64 


TO SURGEONS 
AND OPERATING 
ROOM SUPERVISORS 


If you are having Surgical Instrument 
troubles, you can cure them by speci- 
fying KIFA the next time you buy. 
These superior quality instruments, 
made by KIFA of Stockholm, Sweden, 
are now available through selected 
dealers throughout the United States 
and Canada. 


Made of the finest Swedish Stainless 
Steel, perfect in function, correct in 
design and of lasting quality—you'l 
get the best by specifying KIFA. 


1f your dealer cannot supply you, write direct to 
A. JOHNSON & COMPANY 
(Agents for the United States and Canada) 
630 FIFTH AVENUE NEW YORK 20, NY. 
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‘Dexedrine’* Sulfate (dextro-amphetamine sulfate, S.K. CF). 
Acetylsalicylic 
i *T.M. Reg. U.S. Pat. Off. hb 


I mportant: Available on Bcintion only. 


dramatic applicatiog of antihistaminic therapy in the common cold 
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LaMOTTE 
BLOOD CHEMISTRY 
OUTFITS 


A complete line of approved Blood Chemistry 
Outfits, simplified so as to render accurate results 
with minimum time and operation. 


Units available for 


Albumin and Sugar in pH of Urine 

Urine Phenolsulfonphthalein 
Alcohol in Blood and (Block-Type) 

Urine. Phenolsulfonphthalein 
Alveolar Air COz Tension (Roulette Type) 
Bilirubin in Blood Specific Gravity (Blood and 
Blood Loss in Body Fluids Body Fluids) 

Bromides in Bl Sugar in Blood 
Calcium-Phosphorus in Sugar in Urine 

Blood Sulfonamides (Blood and 

Chlorides in Blood Urine) 


Cholesterol in Blood Thiocyanate 
Creatinine in Bl Thymol Turbidity Test 
Gastric Acidity Urea in Blood 


Urea in Urine 
Uric Acid in Blood 


Hemoglobinometer 
Icterus Index (Pigford) 
Icterus Index (Micro) Urinalysis 

Kline Test for Syphilis Vitamin C in Blood and 
pH of Blood Urine 


Information on above cheerfully furnished 


If you do not have The LaMotte Blood Chemistry 
Handbook, a complimentary copy will 
be sent upon request. 


LaMotte Chemical Products Co. 


Dept. S Towson, Baltimore 4, Md. 


March 1950 


Continued from page 62 
TENNESSEE 


Tennessee State Medical Association will hold its 115th annual 
meeting in Memphis, Hotel Peabody, April 10-12. 

A 100-bed Children’s Hospital, a non-profit institution, wij] be 
built in Memphis, the federal government furnishing 52 per cent of 
the cost, the State of Tennessee 24 per cent, and the Temaining 
$448,800 to be raised locally. The land, adjacent to the hospitals 
included in the medical center, was purchased from the City of 
Memphis by the University of Tennessee which will aid jn its 
operation. 

Dr. Louis A. Pardue (Ph.D.), Dean, University of Kentucky 
Graduate School, is Chairman of the Council, Oak Ridge Institute of 
Nuclear Studies, Oak Ridge; Dr. Paul M. Gross (Ph.D.), Vice Pres. 
dent, Duke University, Durham, North Carolina, is President of the 
Institute; and Dr. William G. Pollard, Executive Director, is the 
Chief Resident Officer. 

One of the largest of the eight new grants made by the National 
Vitamin Foundation for research, $22,000, went to Dr. William J 
Darby and Dr. Edgar Jones, Vanderbilt University School of Medi- 
cine, Nashville, for a three-year study of the effects of vitamin By 
and of folic acid cn the blood-forming organs and the circulating 
blood in man. 

Dr. Edgar C. Harper, formerly tuberculosis control officer at 
Veterans Administration Hospital, Richmond, Virginia, has bees 
transferred to the Veterans Administration Hospital, Mountain Home. 


TEXAS 


Dallas Southern Clinical Society will hold its 19th annual Spring 
Clinical Conference in Dallas, with Hotel Adolphus and Hotel Baker 
conference headquarters. 

American Goiter Association will hold its annual meeting in Hous- 
ton, Shamrock Hotel, March 9-11. 

University of Texas Medical Branch, Galveston, has special research 
laboratories provided for the Division of Plastic and Maxillo-Facial 
Surgery under the direction of Dr. Truman G. Blocker, Jr., with Dr. 
R. I. Stout associated with him in research studies on tissue repair 
and body fluid control in severe burns. 


Continued on page 68 


FOR THE GENERAL SURGEON 


A combined surgical course comprising general surgery, 
traumatic surgery, abdominal surgery, gastroenterology, 
proctology, gynecological surgery, urological surgery. At- 
tendance at lectures, witnessing operations, examination of 
patients preoperatively and postoperatively and follow-up 
in the wards postoperatively. Pathology, radiology, physical 
medicine, anesthesia. Cadaver demonstrations in surgical 
anatomy, thoracic surgery, proctology, orthopedics. Opera- 
tive surgery and operative gynecology on the cadaver. 


EYE, EAR, NOSE AND THROAT 


A three months combined full-time refresher course consist- 
ing of attendance at clinics, witnessing operations, lectures, 
demonstration of cases and cadaver demonstrations; opera- 
tive eye, ear, nose and throat on the cadaver; clinical and 
cadaver demonstrations in bronchoscopy, laryngeal surgery 
and surgery for facial palsy: refraction; radiology; pathol- 
ogy, bacteriology and embryology: physiology; neuro- 
anatomy; anesthesia; physical medicine; allergy; examina- 
tion of patients preoperatively and follow-up postoperatively 
in the wards and clinics. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 


FOR THE GENERAL PRACTITIONER 


Intensive full-time instruction in those subjects which are of 
particular interest to the physician in general practice, con- 
sisting of clinics, lectures and demonstrations in the follow- 
ing departments—medicine, pediatrics, cardiology, arthritis, 
chest diseases, gastroenterology, diabetes, allergy, dermatol- 
ogy, neurology, minor surgery, clinical gynecology,’ proc- 
tology, peripheral vascular diseases, fractures, urology, 
otolaryngology, pathology, radiology. The class is expected 
to attend departmental and general conferences. 


OBSTETRICS and GYNECOLOGY 


A full-time course. In Obstetrics: lectures; prenatal clinics; 
witnessing normal and operative deliveries; operative ob- 
stetrics (manikin). In Gynecology: lectures; touch clinic; 
witnessing operations; examination of patients preopera- 
tively; follow-up in wards postoperatively. Obstetrical and 
gynecological pathology. A hesi A dance at con- 
ferences in obstetrics and gynecology. Operative gynecology 
on the cadaver. 
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CORYZA 

ACUTE SINUSITIS ‘ 

CHRONIC SINUSITIS \ 


Provides not only the specific, wide antibiotic 
properties of bacitracin (250 units per cc.) but also 

the vasoconstrictor activity of desoxyephedrine hydro- 
chloride (0.25 per cent) in buffered isotonic solution. 


\ 
\ 


Bacitracin is virtually nonallergenic, hence Bacitracin-Nasal- 
C.S.C. rarely leads to unpleasant complicating allergic reactions. 


This antibiotic-vasoconstrictor solution is destructive for many 
pathogenic organisms which abound in the nasal passages and 
accessory nasal sinuses. 


Indicated as collateral management in the treatment of coryza, =e 
acute and chronic sinusitis. Shortens the period of disability 
and improves nasal ventilation. 


Bacitracin-Nasal-C.S.C. may be administered either by 
dropper or by nebulizing spray. Supplied in dry form 
in 15 cc. bottles together with dropper and reconsti- 
tuted by the pharmacist just prior to dispensing. 4 


Bacitracin-Nasal 
CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET, NEW YORK 17, NEW YORK 
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variations 


on a theme... 


, For variations in ‘B’ therapy, “Beminal” 
offers a quintet of distinctive combinations 
to simplify selection of appropriate treatment for each patient. 


1. “Beminal” Forte with Vitamin C (Cap- 
sules No. 817) is recommended whenever 
oral administration of massive doses of B 
factors and vitamin C is desirable. Each cap- 


ee 99® 
Beminal sule contains: 
Thiamine HC] (Bi) ........ 25.0mg. 
Nicotinamide - 100.0 mg. 
Pyridoxine HC] (Bs). ....... 1.0 mg 


for ‘'B ° therapy Calc. pantothenate ........ 10.0 me. 


Vitamin C (ascorbic acid) . . . . 100.0 mg. 
Dosage: One to three capsules daily or as di- 
rected by the physician. 

@ The other members of the “Beminal” family 
are: 


2. “Beminal” fortified with Iron and Liver, 
Capsules No. 816. 


‘ 3. “Beminal” fortified with Iron, Liver, and 
Ayerst, | McKenna & Harrison Folic Acid, Capsules No. 821. , 


Limited 4. “Beminal” Forte Injectable (Dried) No. 
495. 


5. “Beminal’ Tablets No. 815. 


22 E. 40th St., New York 16, N. Y. 


March 1959 
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of joint and muscle pain 


Sufferers from fibrositic disorders (e.g., muscular 
rheumatism, myalgia, lumbago, pleurodynia, syn- 
ovitis, bursitis, neuralgia, sciatica, etc.) obtain 
quick and long-lasting relief with 


arthralgesic unguent 


Pain and discomfort in joints, muscles, tendons or 

nerve sheaths are alleviated, usually in a matter of 
minutes. Aching and stiffness are replaced by a 
comfortable sensation of deep warmth and relax- 
ation. With the concomitant use of moist or dry heat, 
the Arthralgen effect lasts for as long as six hours. 


Arthralgen’s special ointment base permits quick 
penetration of the active ingredients: methacholine 
chloride for deep vasodilation; methyl salicylate for 
analgesia; and menthol and thymol for rubefac- 
tion. Action is quick; relief is prompt and lasting. 


Arthralgen is available in 1 ounce tubes and half- 
pound jars. 


LABORATORIES 
Division Nutrition Research Laboratories * Chicago 30, Illinois 
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Each colorful, two-tone capsule pro- 
vides, ina dry, oil-free powder: 


DICALCIUM PHOSPHATE 


(Anhydrous) -0.45 Gm i 
5 
A (Ester)... .2 i 
VITAMIN D (Irradiated 


Ergosterol) 
THIAMINE HCI 
RIBOFLAVIN 


.00 mg. 
00 mg. 
07 mg. 
No fishy taste or odor. 
SUPPLIED: Bottles of 100. Available 
through all Prescription pharmacies, 


Samples and literature on request, 


Waller 


VITAMIN PROD UCTS, INC. 


MOUNT VERNON, N.Y. 


Continued from page 64 


Texas Association of Blood Banks was organized in Dallas recently 
and Dr. W. G. Rice, Dallas was elected President; Dr. William 
Levin, Galveston, President-Elect; Dr. Harbert Davenport, Houston 
Vice-President; and Dr. T. P. Churchill, Amarillo, Treasurer. y 

The Cox Hospital at Groesbeck, constructed at a cost of $80,000 
and equipped with $45,000 worth of equipment, was opened recently 

St. Joseph’s Hospital, Fort Worth, has had a 100-room five-story 
annex added at a cost of more than $500,000. 

Dr. John W. Spies, a native of Texas and formerly with the Uni- 
versity of Texas Medical Branch, Galveston, and the State Board of 
Health, Austin, and more recently with the State Board of Health of 
Delaware, is now State Health Commissioner of Utah, Director of 
Programs, and Secretary of the Utah State Department of Health 
Salt Lake City, Utah. : 

Dr. Joseph Ralph Wagner was recently honored for his forty-five 
years of practice in Palacios when presented a loving cup 
priately inscribed and a pocket watch by the medical profession and 
his friends. 

Dr. George Smith, Floydada, was recently honored at a luncheon 
for forty-one years of service when he was cited for his ‘‘unselfish 
service and devotion to the people of Floydada and the surrounding 
area. 


VIRGINIA 


Mid-Atlantic Section, American Urologic Association, will meet in 
Hot Springs, The Homestead, March 23-25. 

Seaboard Medical Association of Virginia and North Carolina held 
its 54th annual meeting at Old Point Comfort recently and elected 
Dr. John A. Payne, II, Sunbury, North Carolina, President; Dr. 
James M. Habel, Jr., Suffolk, Dr. F. P. Hunter, Warrenton, North 
Carolina, Dr. Rex Blankinship, Richmond, and Dr. Graham Kinsey, 
Washington, North Carolina, Vice-Presidents; and Dr. Everett Sawyer, 
Elizabeth City, North Carolina, was elected Secretary-Treasurer. 
Dr. Clarence Porter Jones, Newport News, who has served as Secre- 
tary-Treasurer of the organization for more than thirty years, was 
made secretary emeritus. The next place of meeting will be Elizabeth 
City, North Carolina. 

Medical College of Virginia, Richmond, reports that Dr. Geoffrey 
T. Mann, acting head of the Department of Legal Medicine, has been 
promoted to Associate Professor and head of the department; and that 
Dr. William E. Pembleton, acting head of the Department of Anes- 
thesiology, has been promoted to Professor and head of the Depart- 
ment. 

Dr. Leroy D. Soper is Health Officer for Pittsylvania County 
Health District, headquarters in Chatham. 

Dr. Mildred E. Scott resigned recently as Health Officer for the 
Carroll-Grayson Health District. 

e Dr. J. E. Malcomson resigned recently as Health Officer for Halifax 

‘ounty. 

Dr. John Hunter Selby, who has been practicing in Alexandria, has 
= and his address is 1021 New York Avenue, Cape May, New 
ersey. 

Dr. Frank C. Pratt, who has practiced in Fredericksburg for forty- 
ene years, has retired. 

Dr. W. R. Southward, Richmond, has been appointed a member of 
the Committee on Venereal Disease Control of the Medical Society of 
Virginia 

Dr. R. Finley Gayle, Richmond, was elected President, Southern 
Psychiatric Association at its recent meeting held in New Orleans. 

Dr. Nathan P. Fitts has been appointed as Physician of the City 
Home, Richmond. 

Dr. Arthur Broaddus Gravatt, Ellerson, recently celebrated his 
sixty-fifth birthday. 

Dr. Douglas Fuller Powers, Whitetop, and Miss Anne Elizabeth 
Turner, Charlottesville, were married recently. 


WEST VIRGINIA 
Dr. N. H. Dyer, State Director of Health, has been awarded a 


certificate of appreciation for ‘constructive and friendly cooperation” 
by the American Medical Association for the part he played in 
helping to make the AMA Health Education Program a_ success. 

Dr. G. E Gwinn, for the past year on the medical staff at Catawba 
Sanatorium (Virginia), has accepted appointment as member of 
medical staff at Pinecrest Sanatorium, Beckley. 

Dr. Esten J. Hendricks, Lillybrook, has moved to Princewick. 

Dr. James M. Bonnar, Fairmont, has retired from practice and 
moved to Middleboro, Massachusetts. 

Dr. Lyle A. Moser, Charleston, has moved to Eleanor. _ 

Dr. C. E. Hammer, Superintendent, Spencer State Hospital, Spen- 
cer, has resigned to accept a position on the medical staff of Columbus 
State Hospital, Columbus, Ohio. 

Dr. S. G. Moore. formerly of Elkins, now of Stephens City, Vir- 
ginia, was nominated for associate fellowship in the American M 
Association. 

Dr. W. E. King, Morgantown, has been certified as a diplomate cf 
the American Board of Surgery. P 

Dr. George O. Nelson, Nitro, has been elected a member of the 
Nitro city council to succeed Dr. H. R. Spence, who has moved to 
Camden, New Jersey. 
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S.K.F. announces 


a balanced combination 
of ‘Dexedrine’ 


& ‘Amytal’ 


, the remarkable new preparation for 


relieving mental and emotional distress 


In ‘Dexamyl’*, the two components —‘Dexedrine’* and ‘Amytal’t{— 
work together to ameliorate mood; to relieve inner tension; 
and thus to control troublesome symptoms 

of mental and emotional distress: 


The ‘Dexedrine’, because of its “smooth” and profound 
antidepressant action, restores mental alertness and 
optimism and dispels psychogenic fatigue. 


The ‘Amytal’, because of its calming action, relieves 
nervous tension, anxiety and agitation. 


Widely useful in everyday practice, ‘Dexamyl’ tablets 

are available on prescription only in bottles of 50. 

Each tablet contains ‘Dexedrine’ Sulfate 
(dextro-amphetamine sulfate, S.K.F.) 5 mg. and ‘Amytal’ 
(Amobarbital, Lilly) 12 grain (32 mg.). 


*Trademark, S.K.F. +Trademark, Lilly 


Smith, Kline & French Laboratories, Philadelphia 
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In the management of arterial hyperten- 
sion cultivation of sensible habits of living 
—avoiding unnecessary emotional stress— 
plays an essential role and aids consider- 
ably in the stabilization of pressure on a 
lower level. 


For supplementary medication Theominal, 
the vasodilator, antispasmodic and seda- 
tive, is well suited. Theominal exerts a gen- 
eral tranquilizing effect and thus helps to 


THEOMINAL’ 


Theominal, trademark reg. U.S. & Canada * Luminal, trademark reg. U. S. & Canada, brand of phenobarbital 


control temperamental outbursts that may 
induce dangerous vascular crises. 


The average dose is 1 Theominal tablet 
two or three times daily. With improvement 
the dose may be reduced or omitted peri- 
odically. Each tablet contains 5 grains 
theobromine and ¥2 grain Luminal.” 
Winthrop-Stearns Inc. 
New York 13, N. Y. 
Windsor, Ont. 


March 1939 


Vol. 


TN HYPERTENSION. 


DELUXE 

Base matches colors 
of AO refracting 
units. 

STANDARD 

Black wrinkle fin- 
ish, attachment for 
slide box. 
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PROJECT-O0-CHART 


Yi for any refracting room 
FLOOR MODELS 


You can enjoy the advantages of subjective testing with the 
time-saving AO PROJECT-O-CHART and its variety of test 
slides. If your refracting room presents projection problems 
because of size or arrangement, there is a Project-O-Chart, 
in most instances, that can be adapted to your individual 
needs. Ask your AO Representative for a demonstration. 
He will be glad to describe the six different models and 
show you the wide range of test slides available for your use. 


TABLE MODEL 
Use on any desk, 
table or stand. 


WALL MODEL 
Desirable where 
floor space is at a 
premium. 


UNIT MODEL 
Mounts by bracket 
on refracting unit. 


PORTABLE MODEL 
Same as table model 
with screen and 
carrying case. 


American © Optical 


COMPANY 


e Prompt hemorrhoidal relief 
e Effective decongestant action 
e Rapidly emulsifying base 
e No melting—no oily leakage 


e Keeps at room temperature 


N U M OROI DAL suppositories 


Formula: 

Ephedrine hydrochloride. ................ 0.22% 

in a special emulsifying base. 

Average weight of 1 suppository—1.8 Gm. 
Numoroidal Suppositories are supplied in boxes of 
12, individually packaged in moisture-proof cello- 
phane. 


NUMOTIZINE, INC. 


900 N. Franklin Street ° Chicago 10, Illinois 
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ANNOUNCING 


POSTGRADUATE ASSEMBLY IN 


ENDOCRINOLOGY 
INCLUDING DIABETES 


Sponsored by 


THE ASSOCIATION FOR THE STUDY 
OF INTERNAL SECRETIONS 


THE AMERICAN DIABETES ASSOCIATION 


Miami Beach, Florida 


The faculty will consist of prominent re- 
searchers and clinicians in the field of en- 
docrinology and metabolic disorders, gathered 
from the United States and Canada. 


The course will be a practical one of interest 
and value to the specialist and those in general 
practice. The program will consist of lectures, 
clinics and demonstrations. Ample time will 
be given to questions and answers at the end 
of each session, and registrants are encouraged 
to contact members of the faculty for indi- 
vidual discussions. 


The Roney Plaza, one of Miami Beach’s 
most delightful hotels, offers special conven- 
tion rates to members of this assembly. This 
is an unusual opportunity for you and your 


family to enjoy a pleasant vacation and for : 


you to participate in a highly instructive pro- 
gram of the latest advances in endocrinology 
and metabolism. 


A fee of $75 will be charged for the entire 
course and the attendance will be limited to 
100. REGISTRATION WILL BE IN THE 


Roney Plaza Hotel 


April 3-8, 1950 


ORDER OF CHECKS RECEIVED AND 
WILL CLOSE ON MARCH 3, 1950. Should 
there be an insufficient number of applicants 
to fill the course, the registration fee will be 
refunded immediately in its full amount. 


Application for approval of this course has 
been made to ihe Veterans Administration. 
Veterans should make formal application to 
their local agencies on the appropriate form 
(1905e or 1950) as furnished by the V.A. 


Please forward application on your letter- 
head together with check payable to The 
Association for the Study of Internal Secre- 
tions, to Henry H. Turner, M.D., Secretary- 
Treasurer, 1200 North Walker Street, Okla- 
homa City 3, Oklahoma, before March 3. 
1950. Further information and program will 
be furnished upon request. 


Hotel reservations should be made directly 
with the Roney Plaza Hotel, Miami Beach, 
Florida, and the hotel advised that you are 
attending this Postgraduate Assembly. 
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~VITA-FOOD 


PURE ORO 
BREwers’ YEAST 
COMMEE 


Foon CO. 
‘sane 


VITA-FOOD 


GENUINE GRAIN GROWN 
BREWERS’ YEAST 


A rich source of the entire 
Brewers’ Yeast Vitamin B 
Complex, Nutritionally com- 
plete Proteins and Amino Com- 
pounds, and naturally occur- 
ring Minerals. 


DEBITTERED UNDEBITTERED 


AUTOLYZED 
Powder Flake Tablets 


VITAMIN FOOD CO.., INC., 


187 Sylvan Ave. Newark 4, N. J. 
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¢: The importance of selecting 


the proper source of infra-red 
is demonstrated in a recent study.* 


A comparison of the tissue- 


heating effectiveness of the carbo- 


rundum type element and 
the light bulb source showed 
2-12 Zoalite the following: 


TEMPERATURE RISE OVER CONTROL AFTER 
ONE MINUTE OF HEATING 


TEMPERATURE RISE, DEGREES C. 
SOURCE ENERGY** 


1 Carborundum Type | 2.18 
2 Bulb Type 2.20 


Subcu- Muscle Muscle Muscle 

taneous (SMm. (10Mm. (15 Mm. 
Skin Tissue depth) depth) depth) 
1 7.35 4.40 3.10 0.80 0.25 
2 5.35 4.00 2.40 0.70 0.21 


**Radiant flux density at skin surface. 


“. . the carborundum type heater produces 
a much greater rise of cutaneous temperature 
and a slightly but yet significantly greater rise 
of muscle temperature. . .” any 


= 
ZOALITE 


Infra-Red Lamps 


— with the famous Burdick Carborundum Element 
—a rich source of infra-red. 


*Arch. Physical Medicine, 30 :691-99 (November) *49. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 
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aturation 


ID) osaze” 


of vitamins b and c 


Depletion of the critical water-soluble 
B complex and C vitamins occurs so 
commonly in the presence of physical 
pathology, as to make a presumption of 
nutritive impairment? almost axiomatic. 
Essential to normal cell metabolism and wound 
healing, these poorly-stored, readily-diffusible factors 
must be replenished — usually by massive dosage 
— if tissue rehabilitation*® and return to health* are 
\ to be expedited. * Allbee with C ‘Robins’ provides this all-important 
1 “saturation dosage” in convenient capsule form. It incorporates 
the important B factors in 2 to 15 times daily requirements, plus 
250 mg. of vitamin C — the highest strength of ascorbic acid 
available today in a multi-vitamin capsule. * Its prescription 
represents a sound contribution toward decisive recovery from 
disease, or toward pre- and post-operative nutritional support.' 


A. H. ROBINS CO., INC. » RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 
FORMULA: Each Allbee with C capsule contains: 


Thiamine hydrochloride (Bz) 15 mg. 
Riboflavin (Bz) 10 mg. 
Nicoti 50 mg. 
Calcium pantothenate 10 mg. 
Ascorbic acid (C) 250 mg. 

\ REFERENCES: 1. Coller, F. A. and DeWeese, M. S.: Preoperative and 


\ Postoperative Care, J.A.M.A., 141:641, 1949. 2. Jolliffe, N. and Smith, J. J.: 
. Med. Clin. North America, 27:567, 1943. 3. Kruse, H. D.: Proce. Conf. 
' Convalescent Care, New York Acad. Med., 1940. 

4. —. T. D.: Med. Clin. North America, 27:273, 1943. 
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newly recognized palatable source of 


POTASSIUM 


... the neglected mineral 


Appreciation of potassium-depleted states is comparatively new. 
The importance of a normal potassium-ion balance in the body 
is often overlooked. 

Maintenance of the electrolyte balance, osmotic pressure 
of the body fluids and normal cardiac rhythm and rate is impos- 
sible when the total of potassium-ions is below a critical level. 

A common avenue of potassium-ion loss is through increased 
urinary excretion during fever. 

Valentine’s Meat Extract, with its high content of soluble 
potassium salts (equivalent to 74-97 mg. KCl per cc.) together 
with other inorganic salts, meat bases and small amounts of 
soluble proteins is a valuable dietary supplement, furnishing 
practical amounts of potassium in palatable form. Valentine’s 
Meat-Juice Co., Richmond, Va. 


J. Clin. Endocrin. 9,691 (1949). 

Trans. of Conference on Metabolic Aspect of 
Convalescence, 17th Meeting, Josiah Macy, Jr. 
Foundation, New York, Mar. 29-30, 1948. 


References... 
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ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


MODERN PHYSICAL MEDICINE and REHABILITATION DEPARTMENT 


The Clinic is equipped with 100 mgm of Radium element and the latest type one 
quarter million volt constant potential X-Ray therapy equipment for the treatment 
of all forms of malignant diseases. 


HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 

Thoroughly d in hi and construction. Bight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. S 1 bath and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overl 

the city, and sur ded by an of beautiful woodland. Ample provision made for diversion and hel 


occupation. Adequate night and day nursing service maintained. 
James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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= high theophylline content, ready solubility 
ampuls for rapid therapeutic effects in: 

powder 

suppositories Bronchial Asthma 


Paroxysmal Dyspnea 


d ui b i n Cheyne-Stokes Respiration 
aminophyllin 


(theophylline-ethylenediamine) 


H. E. DUBIN LABORATORIES, Inc. 250 €. 43rd st., New York 17, N.Y. 


“In the Mountains of Meridian” 


HOYE’S SANITARIUM 
Meridian, 

Internal medicine, including diagnosis and 

ment of nervous and mental diseases, teshelion = 

narcotic addiction. Especially interested in 


giving 
narcotic cases gradual reduction. Convalescents, 
aged and infirm admitted. 


Shock Therapy, (Insulin, Metrazol, Electro Shock). 
Other approved treatments. Violent’ and non-coopera- 
tive pati not Pp 


A good place to spend a vacation. 
Write P. O. Box 106 or Telephone 3-3369 
M. J. L. Hoye, M.D., Superintendent 


Fellow of the American Psychiatric Association 


an easy 
For ACCURATE 
CLASSIFICATION 


entiation, due A few turns of the 
weak reacting testing sera or handle quickly purees ‘. “a 
y mg differentiate A, from cooked vegetables and with a 
trouble— even fatalities. fruits fine enough for in- 
- Our Grouping Sera are certified for HIGH fant foods and adult smooth Baby Size 


enter Ho diets. Strains and separates all 
for safe, efficient, accurate laboratory tech- skins, seeds, fibres. Handy one 


nique. We invite your inquiries. 
quart Baby Size Foley Food Mill 


FOLEY 


License No. 160, N.1.H. Anti- $1.69. Two quart Household Size D 
Aui-B, and Absorbed Ant-A. Absor ed $1.98. Sold at Department and 

-A serum between 
and A: bloods. Anti-M and Anti-N sera are Hardware Stores. MILL 
Bank of Dade County and must be used with | only (either size), $1.25 postpaid Goeranteed by 
a viewing box. ~ *Trade Mark Reg. U. S. Pat. Off. 
The for a sample copy of 

full of hetpf PROFESSIONAL OFFER 


oratory 


FOLEY co. 
3317-3. N. E. 5th Street, Minneapolis 18, Minnesota 
As a Professional Offer to Doctors only, | enclose $1.25 


for | Foley Food 
Baby Size 
Household Size 


nique. 


GRADWOHL 


LABORATORIES 
R. BL H. Gradwohl, M. D.,Director Doctor. 
3514 Lucas Av. St. Louls, Mo. Address 
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ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


MODERN PHYSICAL MEDICINE and REHABILITATION DEPARTMENT 


The Clinic is equipped with 100 mgm of Radium element and the latest type one 
quarter million volt constant potential X-Ray therapy equipment for the treatment 
of all forms of malignant diseases. 


HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of A 
Established in 1925 
Thoroughly modern in archi and i Eight dep affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and | serge by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
P Adeq' night and day nursing service maintain 


James A. Pannen M.D., Physician-in-charge een Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


Ve 


SOUTHERN MEDICAL JOURNAL 


high theophylline content, ready solubility 
for rapid therapeutic effects in: 


suppositories 


dubin 
aminophyllin 


(theophylline-ethylenediamine) 


Bronchial Asthma 
Paroxysmal Dyspnea 
Cheyne-Stokes Respiration 


H. E. DUBIN LABORATORIES, Inc. 250 €. 43rd st., New York 17, N.Y. 


“In the Mountains of Meridian” 


HOYE’S SANITARIUM 
Meridian, 

T 1 Ain a: 

ment of nervous and mental “diseases, 
narcotic addiction. Especially interested in giving 
narcotic cases gradual reduction. Convalescents, 
aged and infirm admitted. 

Shock Therapy, (Insulin, Metrazol, Electro Shock). 


Other approved treatments. Violent and non-coopera- 
tive p not 


A good place to spend a vacation. 
Write P. O. Box 106 or Telephone 3-3369 


M. J. L. Hoye, M.D., Superintendent 


Fellow of the American Psychiatric Association 
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classification, due to 
weak reacting testing sera or 
to A: from 


trouble— even fatalities. 


A few turns of the 
handle quickly purees 
cooked vegetables and 
fruits fine enough for in- 


- Our Grouping Sera are cert 


with 


fant foods and adult smooth Baby ‘Size 
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diets. Strains and separetes all 
skins, seeds, fibres. Handy one 
quart Baby Size Foley Food Mill 
$1.69. Two quart Household Size 
$1.98. Sold at Department and 


Hardware Stores. ha | L L 
Professional offer to Doctors 

1 only (either size), $1.25 postpaid 

“Trade Mark Reg. U. S. Pat. Off. _ 


nique. We invite your inquiries 
Our sera are manufactured under Government 


Anti-A serum is to differentiate between A: 
and A: bloods. Anti-M and Anti-N sera are 
‘used for blood spots and paternity work. Our 
Anti-Rh serum is manufactured by th 
Bank of Dade County and must be used with 
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ESTABLISHED IQII 


RICHMOND, VIRGINIA 


For the Treatment of NERVOUS and MENTAL DIS- 
ORDERS and Addictions to ALCOHOL and DRUGS 


STAFF: Jas. K. Hatt, Dept. for Men Paut V. Anperson, Dept. for Women 


ASSOCIATES: Ernest H. Alderman, M.D., Rex Blankinship, M.D., John R. 
Saunders, M.D., Thos. F. Coates, Jr., M.D. 


BLACKMAN-WALTON 
SANATORIUM 


ATLANTA, GA. 


A Medical Institution featuring com- 
plete hydrotherapy and other physical 
measures. 


THE ALCOHOL PATIENT is given special- 
ized treatment and instruction. 


Cardiac, Nutritional and Arthritic cases re- 
ceived. 


25 rooms of service and comfort—hotel type. 


W. W. Blackman, M.D. 
John M. Walton, M.D. 
418 Capitol Ave., S. E., 4 blocks from the Capitol. 
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One of America’s Fine Institutions . . . 


Newdigate M. Owensby, 
M.D. 


Psychiatrist-in-Chief 


Atlanta Office, 
384 Peachtree Street 


Dr. Willis T. McCurdy, 
Attending Physician 


Dr. J. Rufus Evans, 
Attending Physician 


Elizabeth Hancock, 
Psycho-Therapist 


85 Consulting Physicians 
and Surgeons 


Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 
..- Ina Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 


Reservations Necessary 
BROOK HAVEN MANOR SANITARIUM 


STONE MOUNTAIN, GA. 
We do not treat acute alcoholic intoxication or narcotic addiction 


APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 

alcohol and drug habituation. 

spedodion Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
year round climate for health and comfort. All natural curative agents are used, such as 

eebener, occupational therapy, shock therapy, outdocr sports, horseback riding, etc. Five 
utiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 

single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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reliable, conventent, 
versatile, palatable 


water-soluble liquid 
vitamin preparations 


Potent, economical and pleasant tasting, these three new vita- 
min preparations are ideally suited for routine supplementation 
of diets of infants, children and adults. € They may be dropped 
directly into the mouth, stirred into the formula, or mixed into 
cereals or other solid foods. € Each is supplied in 15 and 50 ce. 
bottles, with an appropriately calibrated dropper to assure ac- 
curate dosage and facilitate administration. 


POLY-VI-SOL 

Each 0.6 cc. supplies: 

Vitamin A 5000 USP units 
Vitamin D 1000 USP units 
Ascorbic Acid 50.0 mg. 
Thiamine 1.0 mg. 
Riboflavin 0.8 mg. 
Niacinamide 5.0 mg. 


TRI-VI-SOL 

Each 0.6 ce. supplies: 
a CE j Vitamin A 5000 USP units 
Vitamin D 1000 USP units 
Ascorbic Acid 50 mg. 


CE-VI-SOL 
Each 0.5 cc. supplies: 
Ascorbic Acid 50 mg. 


POLY-vi-SOLJ 
tap Joux sox 
ben. > 
a 
EAD JOHNSON & CO. 
EVANSVILLE 21,IND., U.S.A. 


: 


PROVED 


UNDER ACTUAL PRACTICING CONDITIONS 


ENZEDREX INHALER 


SO MUCH BETTER THAT WE HAVE 
DISCONTINUED BENZEDRINE* INHALER 


Our new BENZEDREX INHALER was tested by rhinologists in controlled studies for 
more than two years. Reports were unanimously enthusiastic. 

Nevertheless, to make absolutely certain that BENZEDREX INHALER was the best 
volatile vasoconstrictor ever developed we decided to test it with a large segment 
of the medical profession under actual practicing conditions. 

We therefore replaced ‘Benzedrine’ Inhaler with BENZEDREX INHALER in the 
entire state of California. Now, after more than a year’s use, California physicians tell 
us that they and their patients find BENZEDREX INHALER the best inhaler they have 
ever used. 

BENZEDREX INHALER has exactly the same agreeable odor as ‘Benzedrine’ 
Inhaler, but gives even more effective and prolonged shrinkage, and does NOT 
produce excitation or wakefulness. 


“Benzedrine’ (racemic amphetamine, S.K.F.) and ‘Benzedrex’ T. M. Reg. U.S. Pat. Off. Each 
Benzedrex Inhaler is packed with 1-cyclohexyl-2-methylaminopropane, S.K.F., 250 mg.; and aromatics. 


SMITH, KLINE & FRENCH LABORATORIES, PHILADELPHIA, PA. 
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LIVIBR 


NUTRIENT HEMATINIC 


So palatable and so readily digestible is LIVIBRON, 
nutrient hematinic containing ferrous iron, liver con- 
centrate, and vitamin supplements, that it is tolerated 
readily by even the most dyspeptic of patients. These 
are qualities which so eminently adapt it for use in 
senescence, during pregnancy, and through convales- 
cence following surgery or debilitating illness. 


Nutrient tonic and hematinic effects of LIVIBRON 
specifically offset post-illness asthenia. LIVIBRON may 
be used advantageously also to meet added vitamin and 
hematinic requirements of pregnancy and as a general 
supportive measure in the aged. The pleasant flavor of 
LIVIBRON assures ready acceptance by children too. 


XK KO 


LIVIBRON: supplied in 
Liquid and Kapseal 
form. Each 2 teaspoon- 
fuls (or one Kapseal) 
represents: 


Liver Concentrate 
equivalent of 
fresh liver......2.5 Gm, 
Vitamin B,; 
(Thiamine Hydro- 
chloride)......1.25 mg. 
Vitamin Bs 
(Riboflavin)....0.5 mg, 


Ferrous Sulfate....8 gr. 


Manganese 
gt. 
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